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Only Our Best* 


@ Americans, in the enjoyment of the material comforts of life, and 


indifferent to community and national interests, are apt to ignore the 


means of preserving those freedoms that they have come to believe 


are their rights. 


FEW weeks ago I returned from a 

month-long trip to Australia and 
southeast Asia. The trip was both enjoy- 
able and profitable, but more than any- 
thing it was enlightening. While returning 
to this country, I could not help thinking 
of how close the rest of the world is to 
us. 

Indifference of Americans 


It is difficult for Americans today, 
seated in their easy chairs before blar- 
ing television sets, to think of their way 
of life in contrast with that of many 
nations, and also with how the entire 
world lived until just less than 200 years 
ago. The ideas of freedom apparently 
mean too little to too many Americans 
today. Perhaps it is because we have 
never known any other way of life. 

We criticize our government, express 
openly our religious beliefs or doubts, 
mingle freely with rich and poor alike. 


* Presented at the Seventy-ninth Annual 
Meeting of the Louisiana State Medical Society 
Monday evening, May 4, 1959, New Orleans 
Louisiana. 

+ President, American Medical Association. 
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We do all this unconsciously, never fear- 
ing restraint or compulsion. We live in 
the land of the free, as the pioneers 
termed it. Or perhaps it has since be- 
come “the land of the free and easy.” 

However, not too long ago, the phe- 
nomenal liberty we think so little about 
was no more than a dream, a vision in 
the minds of men. There was a time 
when people who acted, thought, and 
spoke as we do today would have been 
imprisoned, fined, exiled, tortured, or 
killed. 

But today we do not think of such 
unpleasantries, which to the modern mind 
seem so far back in history. Even when 
we read of tyranny and persecution go- 
ing on now in other parts of the world, 
too many persons merely shrug their 
shoulders and return to the TV set, com- 
fortable in the self-assurance that such 
atrocities could never touch them. 


Besides, we have more pressing prob- 
lems. We must decide which program to 
turn on tonight or whether the late 
movie is worth watching. We have our 
gossip columns in the newspapers and 
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the exposé stories in the scandal maga- 
zines to keep us up to date on the inti- 
mate doings of modern-day heroes—movie 
stars, TV personalities, and sportsmen. 

A celebrity’s current love life is far 
more fascinating than the Communist 
blood bath in Hungary. Tibet and the 
Middle East are somewhere in another 
world. 

If our all-important business and social 
problems become too crushing, we always 
have tranquilizers and alcohol. 

More and more we seem to thrive on 
the trivial, the indifferent and the petty. 
Our lives continue to become more dedi- 
cated to the gods of comfort and profit. 
We coast along, fully confident that ours 
is the best of all possible worlds. 

Is it really? What are we doing to see 
that it actually is the best of all possible 
worlds ? 

Today we concentrate on bi-level homes 
and automated factories, turnpikes and 
jet airliners, hi-fi and color-TV. Truly, 
we have sought the best in mechanical 
and technical marvels. But are Ameri- 
cans reaching out for the best in life— 
the best ideals of human conduct, the 
best possible government, the true glory 
of science and the true happiness of 
peace? For example, how many voters 
can an off-year election or a bond issue 
bring to the polls? How many persons 
are willing to serve on the jury today? 
Or how many times have newspapers and 
pollsters made surveys in which people 
have been asked to name the President, 
the Vice President, one of their senators, 
their congressman, and only a small per- 
centage could give correct answers? 

Why Americans have come to believe 
they are so unimportant baffles me. 
Somewhere along the line too many 
Americans have abandoned mental ex- 
ercise for the TV set, have withdrawn 
from community service to the comforts 
of their showplace homes, and have be- 
come wishy-washy personalities in an ef- 
fort to conform. 

Perhaps, all the current emphasis on 
military weapons, commercialization, in- 
dustrialization and urbanization has made 


the individual feel unimportant, inferior, 
and inadequate. 


Importance of the Individual 

Let us set ourselves straight on one 
point right now. Each American, in my 
opinion, is an extremely important indi- 
vidual, despite intercontinental missiles 
and colossal bombs of destruction, de- 
spite automation and automats, and de- 
spite giant corporations and gigantic la- 
bor unions. In addition to being impor- 
tant, Americans are not “average” or 
“common” as politicians, pollsters, econo- 
mists, sociologists and others often label 
us. As a doctor I do not classify patients 
as average or common, and I do not 
think Americans want to be so classified. 
Certainly, in medical care each patient 
must be considered a distinct human be- 
ing who is not average but exceptional, 
not common but quite uncommon. Phy- 
sicians dare not look upon a patient as 
a set of symptoms, another case of pneu- 
monia or a body merely to be examined 
or treated on an assembly-line basis. 

Patients are not cold manikins. They 
are personalities with hopes, dreams, 
and aspirations. Consequently, physicians 
must minister to human hearts, minds, 
and emotions as well as to the human 
body and its ills. 

Although we live with the cold, scien- 
tific age of frozen TV dinners, univacs 
and ICBMs, no one who deals with people 
should dare consider them less than total, 
personal individuals. Patients resent such 
treatment, and I am sure all of us do 
in our lives in the community. 

So consciously or unconsciously, many 
Americans have developed an inner feel- 
ing of importance and an outer display 
of unimportance, uncertainty and confu- 
sion. 

As Americans in an age of world po- 
litical strife we cannot continue with this 
kind of mixed-up attitude and philosophy 
of life. A democracy cannot survive when 
its people consider themselves unneces- 
sary and unimportant to the functioning 
of government and to the elevation of 
human well-being. 
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Necessity for Citizen Participation 

Democracy demands that each person 
take seriously the vital responsibilities of 
citizenship no matter what his economic 
or social station in life, and no matter 
whether he holds a degree from grammar 
school, high school, college or graduate 
school. 

Without personal participation, thought 
and action by as many persons as pos- 
sible we cannot hope to realize a better 
way of life for ourselves and our loved 
ones. We cannot reverse some of the 
present trends that imperil the vitality 
of our communities and our nation. 

Why then the apathy the reluc- 
tance . . . and the lack of responsibility ? 

Just as organized medicine cannot at- 
tain its high goals without the help and 
cooperation of individual doctors and lo- 
cal societies, so an organized society can- 
not provide the best for its members 
without voluntary interest and action by 
its citizens. As physicians we have 
joined together in our medical societies 
because individually we cannot provide 
many things we require as professional 
men. The same is true in society. As 
citizens we want the same things and we 
can obtain them only by common action. 

In society we must be sufficiently con- 
cerned with the common good. In the 
community it is not enough merely to 
vote, pay taxes and observe the laws. 
We must meet our responsibilities in full 
measure. Only if we are completely sat- 
isfied with the state of governmental 
affairs, can we justify our non-participa- 
tion. And who among us is fully satis- 
fied? Certainly there is always room for 
improvement. 

Who among us has not said: “Our 
national government is a mess.” Or, “the 
zoning board really blundered in that last 
industrial case.” You have said it, and 
so have I. But the important question 
is: What are we doing about it? 

In a democracy the individual still is 
a vital cog in the operations of a com- 
munity or state. Therefore, no one need 
feel that his individual actions do not 
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count. While our nation has been lean- 
ing more to the dogma of mass man, we 
need re-emphasize the importance of the 
individual. 

Currently around the nation individuals 
are asserting themselves. One-man cru- 
sades for good government, lower taxes, 
and better schools are being waged. In- 
dividuals are sowing ideas that have 
bloomed, or will bloom into city, state or 
nation-wide programs. 

For example, a Washington editor some 
time ago suggested that political parties 
seek contributions from all citizens—not 
just from donors of large sums of money. 
This idea now is being used by our po- 
litical parties and dollar contributions 
are being accepted from _ individuals 
throughout the nation. You don’t have 
to be an editor, a lawyer or a business- 
man to enter into civic affairs. 

I frequently have urged physicians to 
offer ideas, to support ideals of sound 
government and to act individually or- 
with others for the best in political, so- 
cial and economic life today. There are 
scores of groups you can associate with 
—civic clubs, charitable organizations, 
church units, youth groups, parent-teach- 
er associations, and others. 


Interest in Politics 

But I think we should also join politi- 
cal parties and their activities, citizen 
committees, better government leagues, 
reform movements, taxpayers federa- 
tions, and constitutional government or- 
ganizations. Many of these have an ex- 
cellent message to get to the public. They 
need and deserve help in their efforts to 
promote the best in government. 

That we can attain a more perfect gov- 
ernment and can eliminate the negative 
and the evil by emphasizing the positive 
and the good, I have no doubt. Success, 
however, is not inevitable; failure is not 
either. 

We cannot sit and dream about all 
this. We cannot dawdle away precious 
time. We cannot stand still. Unless we 
move steadily upward to higher moral 
and political goals.in our society, we may 
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instead lose our freedoms and rights and 
possibly our very lives. 


Freedom in Doctor-Patient Relationship 


In medicine we know that first-rate 
medical care cannot survive if patients 
and physicians are shackled by rules, 
regulations, controls and assembly - line 
procedures. Therefore, medical doctors 
have opposed or defeated schemes to 
lessen patients’ freedom to select their 
own physicians, to control the medical 
‘profession, to place government in the 
doctor-patient relationship, and to substi- 
tute red-tape medical care for prompt, 
efficient and personal attention. 

We have been damned and lauded for 
our sustained efforts to maintain and im- 
prove doctor and patient freedoms. 

We make no apologies to our critics, 
for we oppose rigid ideologies or systems 
which if established would bury the in- 
dividual doctor and patient in the mass 
and reduce them to numbers or non- 
entities. In medicine, as in public affairs, 
human minds, hearts and souls that are 
oppressed cannot find true expression. 

We in medicine see the need to treat 
men and women as important individuals. 
We see the urgency of strengthening the 
democratic spirit and government by-the- 
people. And we see the necessity of op- 
posing opportunism, expediency and ma- 
terialism and promoting the ideals of 
freedom, personal responsibility and in- 
dividual initiative. 


As Americans, we all must realize that 
the ultimate test of a good and success- 
ful life is not the material goods we 
leave behind, but whether we have been 
true to these ideals, and whether our 
reach in behalf of humanity has exceeded 
our grasp. 

We owe it to ourselves, to our freedom- 
loving fellow men and to our democracy 
to do no less. 

I think we would do well if we asked 
asked ourselves: 


“What am I doing to maintain the 
best in our free society?” 

And “What am I going to do from this 
day on?” 

If we ignore these questions, or if we 
answer them half-heartedly, all the evils 
of our present society will grow and in- 
evitably crush us. 

The task is yours and mine. All the 
alibis in the world cannot take the re- 
sponsibility off our shoulders. 


Newspaper columnist Dorothy Thomp- 
son summed up our nation’s needs some 
time ago in these few well-chosen words: 


“What this country needs are some old- 
fashioned American radicals, some old- 
fashioned American constitutional conser- 
vatives and a few thousand articulate 
citizens who still have some guts in their 
bellies and brains in their heads.” 


I hope that all of you will include your- 
selves in one of these categories. 


Charity Hospital 


So great has been the number of applicants for admission into this Hospital, 
that its accommodations have been extended as far as possible. The good Sisters 
of Charity, (twenty of whom reside in the Hospital), with their accustomed readi- 
ness to sacrifice their personal comfort to the claims of suffering humanity, have 
given up three of their private apartments to be converted into wards. On the 
25th of June we were informed by the Clerk that there were nearly 800 patients in 
this Hospital. At the present rate, the annual admissions will probably amount to 


between ten and twelve thousand, 


New Orleans M. & S. J. 4:142 (July) 1847. 
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The Tetanus Problem in the South 


@ A campaign to warn and educate all in regard to the alarming 
prevalence of tetanus in Louisiana and the eleven “Confederate 
States” has been launched and the need for tetanus protection urged. 


HE tragedy of tetanus lies in the fact 

that it is needless suffering for all con- 
cerned. The efficacy and safety of tet- 
anus toxoid immunization is well estab- 
lished and it is as close to being 100 per 
cent effective as any biological can be. 
No greater proof of this need be given 
than the record of World War II. Out 
of almost 3 million hospital admissions 
for wounds and injuries, only 2 deaths 
occurred from tetanus in personnel who 
had received adequate immunization (ba- 
sic and booster).2 It has been estimated 
that there were perhaps 5 or 10 million 
wounds in toto, and although proper 
wound care obviously played a significant 
part in military tetanus protection, tet- 
anus toxoid immunization is felt to have 
played the major role in this spectacular 
record. It can be said then that such 
active immunization is almost completely 
effective, very simple to administer, most 
inexpensive, and safe as any immuniza- 
tion product can be. It also obviates the 
dilemma involved over administration of 
serum. 

Prevalence 


Taking the figures available from 1952 
through 1956,,* the death incidence of tet- 
anus in the United States is 0.19 per 
100,000 population. During these five 
years 1,543 people died of this disease in 
the United States with an average of 309 
deaths per year. The unequal geographi- 
cal distribution of the incidence of tetanus, 
however, may be illustrated by selecting 
the 11 “Confederate States” as one area 
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New Orleans 


and the 37 states remaining as a compara- 
tive area. The former contained 24 per 
cent of the population of the United States 
but 63 per cent of the deaths from tetanus. 
This means 0.50 deaths per year per 
100,000 population for the “Confederate 
States” compared with 0.09 for the other 
37 states and 0.19 for the United States 
at large. It would seem that the problem 
of tetanus in the United States, statistic-— 
ally speaking, could largely have been 
solved by allowing secession. Be that as 
it may, the effectiveness of any campaign 
to eradicate this preventable disease must 
be initiated in those areas where its inci- 
dence is highest. 

It would be very difficult, for instance, 
to determine the effectiveness of a cam- 
paign for mass tetanus toxoid immuniza- 
tion of the people in Nevada, Utah, Ver- 
mont, or Wyoming, since they have not 
had a death from tetanus reported in any 
of the five years mentioned. It would like- 
wise be difficult in Colorado, Oregon, or 
Rhode Island, with only one death each 
or in South Dakota and New Mexico with 
only two each for the entire five year 
period. 

The problem in the South, however, is 
a great deal different. The leading 12 
states in the United States with regard 
to deaths per 100,000 population per year 
are Florida 0.83, Mississippi and Texas 
0.65, Louisiana 0.58, Alabama 0.56, Geor- 
gia 0.47, Arkansas 0.46, South Carolina 
0.32, Tennessee 0.30, North Carolina 0.28, 
Oklahoma 0.26, and Virginia 0.25. These, 
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it should be kept in mind, are the deaths 
reported from tetanus and not the num- 
ber of cases. Since the mortality of the 
. disease varies and averages around 50 
per cent, the number would be roughly 
doubled for the case incidence of the dis- 
ease. Although we are not proud of it, 
in the twelve “winners” listed above you 
see all eleven members of the “Confeder- 
acy” plus Oklahoma. 

Louisiana, fourth in the United States 
- for the five year period, actually led the 
nation for the single year, 1956, with 
0.72 deaths per 100,000 population, while 
Florida, a consistent “winner”, ran sec- 
ond with only 0.70 for that year. These 
are obviously fertile fields for instigation 
of preventive measures. This fact has 
been recognized by the Dade County Med- 
ical Association of Miami, Florida, and 
the Orleans Parish Medical Society of 
New Orleans, Louisiana. The former in- 
stituted a Mass Tetanus Toxoid Immuni- 
zation Drive last fall (1958) with some 
success, while we in New Orleans are 
currently conducting a similar program. 
At its recent meeting (May 1959), the 
House of Delegates of the Louisiana State 
Medical Society recommended the same 
for all component parish societies. It is 
hoped that this idea will take root and 
spread, not only through the “Confederate 
States” and Oklahoma, but all through 
the country. This hope is shared (and is 
a matter of record) by the Committee on 
Trauma of the American College of Sur- 
geons and the American Association for 
the Surgery of Trauma. As a matter of 
fact the project in New Orleans is a joint 
function of the Committee on Trauma of 
the Louisiana Chapter of American Col- 
lege of Surgeons and the Orleans Parish 
Medical Society. 


The Organism 

Clostridium tetani is a spore forming 
anaerobic organism, almost ubiquitous in 
occurrence, which thrives on nonviable 
tissue. As is well known it is present in 
the soil, primarily of agricultural commu- 
nities, and where cattle and other animals 
are present. In addition, it is found nor- 


mally in the alimentary canal of many 
humans and has caused deaths in routine 
elective surgery such as gastrectomy, ap- 
pendectomy, hemorrhoidectomy, dental ex- 
tractions, ete. An infection with Clos- 
tridium tetani does not produce a fulmi- 
nating type of local infection but causes 
its damage by means of liberation of exo- 
toxin which circulates and then becomes 
fixed in the central nervous system. In 
other words the infection per se is not 
the primary factor, but the toxin released 
is a deadly one which could be easily 
neutralized with antitoxin produced by 
prior active immunization. 


Tetanus Toxoid 

Active immunization has been in wide 
spread use since a year or two prior to 
the onset of World War II. There are two 
types of Tetanus Toxoid on the market: 
(1) Fluid Toxoid (plain or “clear”), and 
(2) Mineral Adsorbed Toxoid (“milky” 
or Alum Precipitated or Aluminum Hy- 
droxide Adsorbed or Aluminum Phos- 
phate Adsorbed). The chief distinction 
between these two is that Fluid Toxoid 
requires four shots for a series while 
Mineral Adsorbed Toxoid requires only 
three. A slight theoretic advantage for 
Fluid Toxoid is that a booster dose pro- 
duces a rise in titer about one day sooner 
in previously actively immunized individ- 
uals. For all practical considerations, 
however, Mineral Adsorbed Toxoid can 
be used exclusively, even though it has a 
slightly higher incidence of mild local re- 
actions. No skin test need be given and 
the incidence of sensitivity to this agent 
is very low. Reactions do occur but are 
mild in nature and consist of perhaps 
local redness or swelling and low grade 
fever for a few days. These reactions can 
be treated with cold applications and 
aspirin. 

Everyone should receive this immuniza- 
tion as a routine protection against minor 
injuries which we are all prone to receive. 
In addition, it is a most important civil 
defense measure as protection against any 
major catastrophe which might occur. 
Special emphasis, however, should be 
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given to certain groups and protection 
urgently recommended. These groups con- 
sist of (1) industry in general; (2) all 
veterans who would require only a single 
booster shot to bring them up to date; 
(3) all teenagers, who if they have had 
their shots as children, would again need 
only a booster shot to bring them up to 
date; (4) all athletes who might fre- 
quently sustain injuries on the ground or 
elsewhere; (5) pregnant women who 
could be assured that neither they nor 
their newborn would get tetanus; (6) all 
recipients of an automobile driver’s li- 
cense; and (7) all “allergy prone” indi- 
viduals. This grouping should in no way 
deemphasize the importance of this im- 
munization to the entire population. 


Tetanus Serum 

Antitetanic Serum (ATS) (or Tetanus 
Antitoxin (TAT) ) comes most often from 
equine origin and should be avoided as 
much as possible because of the discom- 
forts of the highly prevalent types of 
serum sickness or the dangers of anaphy- 
laxis. It is also recognized that when 
given at the time of injury, this substance 
is not nearly so effective as Tetanus Tox- 
oid given before injury and perhaps again 
at the time of wounding. It should be em- 
phasized that Tetanus Antitoxin should 
not be given unless real indications exist. 
The reason for this statement is that an 
increasing percentage of the population 
is showing sensitivity to horse serum and 
more than one out of ten people who 
receive it manifest some form of serum 
sickness. Bovine and human tetanus anti- 
toxin are available as substitutes for this 
passive immunization, but none of the 
three can take the place of the protection 
afforded by active immunization. Prior 
to the administration of any serum, a 
careful history of allergy and reaction 
to previous tetanus shots should be sought. 
If this history is negative and there is no 
history of allergy to horse dander, etc., 
then eye test or skin test should be per- 
formed with diluted solutions. If all of 
these are negative, and the indication for 
its administration is present, then an 
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appropriate dosage of the serum should 
be given. Of significance is the fact that 
a protective level from passive immuniza- 
tion is present for only a few days to a 
week or so ordinarily when only 1500 
units is given. Higher dosage of course 
provides a proportionately longer period 
of protection and obviates the need for 
repeated dosage. This repetition of the 
administration of horse serum, as is com- 
monly known, will more likely lead to 
sensitization. 

Local reactions to tetanus antitoxin are 
common, as stated above, and can be 
treated with cold applications and aspirin. 
The serum sickness which frequently re- 
sults can be treated similarly and with 
antihistamines, adrenalin, sedatives, co- 
deine, bed rest, and steroids can be used 
if indicated. 

Wound Care 

Established surgical principles are not 
to be forgotten, regardless of the status of. 
prior tetanus protection. All wounds 
should be thoroughly cleansed and de- 
brided of all foreign material and non- 
viable tissue. Local or general anesthesia 
should be used if necessary and all wounds 
carefully cleaned, debrided and irrigated 
with running water or saline and hexa- 
chlorophene detergent (or soap). If the 
organisms (Cl. tetani) are removed by 
this process, there obviously can be no 
toxin produced. Similarly if the wound 
is a surgically clean and aerobic one, with 
good blood supply, then the body’s defense 
mechanism and the organism’s natural 
characteristics will prevent multiplication. 
It should be emphasized again that Cl. tet- 
ani is an anaerobic organism which does 
not multiply in the presence of oxygen 
either from the air or from the blood 
stream through normal circulation to the 
wound edges. 


Antibiotics 
The organism, Cl. tetani, is sensitive to 
antibiotics,' particularly penicillin, if giv- 
en for adequate length of time and in suf- 
ficient dosage. Antibiotic administration, 
however, cannot be relied upon as the 
sole protective measure, since antibiotics 


243 





TETANUS PROBLEM IN THE SOUTH—HOUSTON, ROY, FAUST, EWIN 


may not be effective under adverse wound 
conditions. If antibiotics are used, their 
administration should start preferably 
within a few hours of wounding and con- 
tinue for some days thereafter. It should 
be remembered, however, that these anti- 
biotics have no activity against circulat- 
ing or fixed toxin. Their effect is only 
upon the organism (Cl. tetani and others), 
to kill or to prevent multiplication and re- 
lease of tetanus toxin. Fixed toxin can- 
not be altered by any mechanism except 
the passage of time. Circulating toxin, 
however, can be neutralized by antitoxin. 
This is done best with antitoxin produced 
actively within the patient’s own body. 


Summary 


This can be expressed perhaps no better 
than by statements of a “Suggested Guide” 
as put out by the Committees on Tetanus 
Protection of Orleans Parish Medical So- 
ciety and the Committee on Trauma of the 
Louisiana Chapter of the American Col- 
lege of Surgeons. This has been published 
in the June 1959 issue of the Bulletin of 
the Orleans Parish Medical Society and 
permission of these committees, of which 
one of us (RAF) is a member, has been 
obtained to repeat it below: 

I. WOUND CARE 
1. Thoroughly clean and debride all 
wounds; use local or general anes- 
thesia if necessary; remove all for- 
eign material and nonviable tissue. 
Excellent cleansing of the wound 
can be obtained with Hexachloro- 
phene detergent (or soap) and run- 
ing water or saline irrigation. 
Clostridium tetani is an anaerobic or- 
ganism; oxygen inhibits its growth. 
Leave “‘tetanus prone” wounds open, 
particularly when it is impossible 
to be certain of having removed all 
foreign material and nonviable tis- 
sue. 
Il. TETANUS TOXOID 
5. If previously immunized with tet- 
anus toxoid, administer 0.5 cc. boos- 
ter dose for new wounds. This is 
not ordinarily necessary if a booster 
dose or the primary series were re- 


ceived within the preceding twelve 
months. 
Tetanus toxoid booster dose produces 
a protective level of antibodies with- 
in four to six days. This “lasts” for 
one to five years and may be “re- 
called” up to eleven or more years. 
If not previously immunized active- 
ly with tetanus toxoid, utilize the 
current wound as an opportunity 
to begin long range immunity and 
give the patient a written card to 
keep on him at all times to remind 
him and others of this immuniza- 
tion. This is the best possible future 
prophylaxis. 
True sensitivity to tetanus toxoid is 
very rare; mild reactions do occur. 
For a primary series, use mineral 
adsorbed (“milky”) toxoid prefer- 
ably, giving two injections about a 
month apart and a third injection 
six to twelve months later. 
If fluid toxoid is used, give three in- 
jections about a month apart and a 
fourth injection six to twelve months 
later. 
A “routine” tetanus toxoid booster 
dose is recommended about every 
five years. 
The administration of tetanus tox- 
oid and tetanus antitoxin (TAT or 
ATS) at the same time is recom- 
mended by some for certain situa- 
tions. If chosen, use separate syr- 
inges and needles in different arms. 

11I, SERUM 

13. Tetanus antitoxin does not attack 
the organism, Cl. tetani, but merely 
neutralizes the toxin being produced 
by living organisms. 
Tetanus antitoxin is not needed in 
truly uncontaminated wounds. 
The relative danger of reaction to 
tetanus antitoxin versus the danger 
of tetanus must be considered. 
Tetanus antitoxin 1,500 units, “lasts” 
only a matter of days, whereas 4,500- 
20,000 units “lasts” a matter of 
weeks. 

17. In persons sensitive to horse serum 
(as determined by history, eye test, 
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or skin test), tetanus antitoxin in 
the usual equine preparation is dan- 
gerous and probably useless. Bovine 
and human tetanus antitoxin are 
available as substitutes. 
IV. ANTIBIOTICS 

18. Cl. tetani is usually sensitive to anti- 
biotics, particularly penicillin; this 
fact cannot be relied upon, however, 
as the sole protective measure under 
certain adverse wound conditions. 

19. Antibiotics have no effect upon the 
toxin already produced by living or- 


within a few hours of wounding and 
for some days thereafter (in ade- 
quate dosage and for adequate length 
of time). 


NOTE: The authors gratefully acknowl- 
edge the technical assistance of Mr. Harry 
L. Shaheen and Miss Judy M. Honeycutt. 
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Health of the City, November 1, 1847 


We shall continue hereafter, as heretofore, to make a few passing remarks upon 
the sanitary condition of our city. In our September number, it was stated that the 
Board of Health had declared yellow fever to be epidemic. Events which have trans- 
pired since that announcement have fully verified, we regret to say, the assertion of 
the Board. 

The fever made its appearance about the Ist of July, and began to decline, in 
accordance with the laws of epidemics, about the latter part of September; and by the 
lst of October, the deaths daily were about ten. Thus the epidemic as such raged 
about six or seven weeks. It attacked many who had passed unaffected through the 
season of 1839 and 1841; some who had been permanent residents for several years 
fell victims to the disease. In some of its features it differed from former epidemics. 

We had fewer cases of black vomit; and many who were attacked with this usually 
fatal symptom recovered. In many cases, the fever terminated in 24 hours; in others 
it raged for 56 to 72 hours. Nor was the issue of the case materially influenced by the 
duration of the fever. Since many in whom the fever continued for three days recovered 
as promptly as those in whom it ceased at the end of 24 hours. Throughout the disease 
the head-symptoms were striking and obstinate; and many, very many succumbed 
with all the symptoms of congestion of brain. 

Interments in the city of New Orleans from the 3rd of July to the 18th of October, 
1847, inclusive, were 3990, of which 2241 were deaths from yellow fever. 





\ New Orleans M. & S. J. 4:404 (November) 1847. 
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Pregnancy in Previously Infertile Patients* 


@ “He gives the barren woman a home, making her the joyous 


mother of children.” — Psalms 113:9 


INCE recorded history, the plight of 

the barren woman has been of con- 
cern, not only to the medical profession, 
but also to mankind at large. In spite of 
the present-day population spiral with its 
economic implications ' we devote an in- 
creasing effort to correcting the causes 
of infertility. In this enlightened age we 
recognize that it is not always the female 
partner who is at fault but that both 
husband and wife must be considered to- 
gether. Many articles have been written 
concerning the investigation and treat- 
ment of infertility but relatively few deal 
with the infertile marriage after preg- 
nancy has occurred. It is our purpose to 
report on a series of 100 women, seen at 
the Mayo Clinic, whose main complaint 
was primary infertility and who have 
achieved pregnancy. We shall discuss 
briefly the therapy of the infertility in 
these patients, the management of the 
pregnancy, and the delivery and its out- 
come. 


Investigation of Infertility 


The management of the infertile couple 
at the Mayo Clinic necessarily differs 
somewhat from that afforded by most 
physicians. For the most part, our in- 
vestigations deal not with the local pop- 
ulation but with patients coming from a 
distance. A diagnostic survey is made of 
these patients, an opinion is given as to 





* Presented at the Seventy-ninth Annual 
Meeting of the Louisiana State Medical Society, 
New Orleans, Louisiana, May 6, 1959. 

Section of Obstetrics and Gynecology, Mayo 
Clinic and Mayo Foundation,+ Rochester, Minne- 
sota. 

+ The Mayo Foundation, Rochester, Minnesota, 
is a part of the Graduate School of the Univer- 
sity of Minnesota. 
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the cause of the infertility, and they are 
then referred to their home physician for 
further care. In a relatively small group, 
definitive care over a prolonged period 
is given. Therefore, comparison of our 
results with those of others is difficult. 
A comparison of the two groups of pa- 
tients seen at the Mayo Clinic is given in 
detail in another paper.* For the group 
of women who were treated intensive- 
ly, that is, for three months or more, 
the incidence of pregnancy was 49 per 
cent; the majority of the 100 cases in 
the present series fall into this group. 

The usual investigation of infertility 
at the Mayo Clinic includes the following 
procedures: 

1. A careful and complete medical his- 
tory that stresses information on any pel- 
vic operations and on any infections or 
diseases of the reproductive tract. The 
history also includes a detailed description 
of sex technic, frequency of coitus, and 
previous investigation of infertility. 

2. A thorough physical examination, 
not limited to the reproductive tract but 
seeking any endocrine abnormalities or 
specific disease entities that may be pres- 
ent. 

3. Routine x-ray and laboratory studies 
which include a roentgenogram of the 
thorax, hemoglobin and leukocyte deter- 
minations, blood grouping, serologic test 
for syphilis, urinalysis, determination of 
basal metabolic rate, and any other indi- 
cated procedure. 

4. A semen analysis. Careful instruc- 
tions as to the proper collection of the 
specimen are given. Wherever possible, 
it is always obtained concomitantly with 
the definitive studies on the woman. 

5. A tubal inflation and endometrial 
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biopsy. The endometrial biopsy is usually 


done immediately after the tubal inflation 
if the results of the latter examination 
are normal. As the endometrial biopsy 
is most informative when done between 
the twentieth and twenty-fifth days of 
the menstrual cycle, these examinations 
are done at this time. 

6. A hysterosalpingogram. If no evi- 
dence of patency is found or if any abnor- 
mality is evident at the time of inflation 
with carbon dioxide, endometrial biopsy 
is deferred until a hysterosalpingogram 
has been made. 

7. Other tests, such as the Hiihner or 
postcoital test, spinnbarkeit, determina- 
tion of fern pattern and hormonal assays, 
are performed if indicated. 

The treatment of these patients varies 
according to individual findings, and no 
set pattern can be delineated that will be 
followed in all instances. The treatment 
afforded the present series will be dis- 
cussed in detail. 


Observations in 100 Cases 
Duration of Infertility Figure 1 gives 
information on the duration of primary 
infertility in this group. No patient was 


rr 
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Figure 1. Duration of infertility. 


considered for inclusion unless her in- 
fertility had existed for one year or more. 
It is seen that the majority of the group 
had been infertile for two to four years. 
The average age of the group was 27.2 
years, the extremes being 19 years and 
36 years. 

Semen.—The semen analysis is consid- 
ered to be an essential part of the inves- 
tigation of any infertile couple. The semen 
was examined in 80 of the 100 couples 
(Table 1). The remaining 20 were not so 
examined for a variety of reasons includ- 
ing unavailability of husband, nature of 
religious belief, failure of husband to co- 
operate, loss of specimen, and others. In 
those whose sperm counts ranged from 
20,000,000 to 60,000,000 per cubic centi- 
meter there were almost as many normal 
full-term pregnancies as there were in 
those whose counts exceeded 60,000,000. 
Also those with counts of less than 
20,000,000 apparently produced six nor- 
mal full-term pregnancies. There is an 
unknown variable in any of these state- 
ments, for we have not necessarily proved 
the husband to be the father of the child. 
But, in general, certain answer to this 
question is academic. , 


Treatment.—As mentioned previously, 
the methods of treatment of the infertili- 
ty have varied widely. Table 2 shows the 
various modalities most commonly used 
by our group but by no means includes 
all of the modifications of the main forms 
of therapy. Twenty-six of the 100 pa- 
tients received no special therapy other 
than the complete investigation of infer- 
tility and the recommendations made up- 
on conclusion of that investigation. These 


TABLE 1 


OUTCOME OF PREGNANCY RELATED TO SPERM COUNT 





Sperm count, 1,000,000 per cubic centimeter 














— ce Total 
>60 20-60 <20 No Specimen Patients 

Normal full-term pregnancy 30 24 6 14 74 
Stillborn at term 1 1 2 
Abortion 5 9 1 5 20 
Ectopic pregnancy 2 2 
Fetal anomaly 1 1 
Hydatid mole 1 1 

Total 38 35 7 20 100 
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TABLE 2 
~ TREATMENT OF INFERTILITY aaeeey 
Patients * 
No treatment 26 
Surgical procedure 24 
Therapeutic inflation 18 
Hormone therapy 77 
Estrogen 26 
Progesterone 11 
Thyroid 39 
Cortisone 1 
Therapeutic irradiation 8 
* The sum of the numbers given exceeds 100, the total 
number of patients, because some patients received more 


than one kind of treatment. 


recommendations included detailed in- 
struction in coital technic and timing of 
coitus where indicated. The value of 
leading a “rational’’ existence is stressed 
with the avoidance of tension - producing 
situations, adequate recreation, rest and 
diet. Often a multiple-vitamin prepara- 
tion is prescribed for both partners. If 
no attempt has been made to use a tem- 
perature chart it occasionally is demon- 
strated. We tend to limit its use to a 
few months or until some indication is 
evident as to whether there is a clear- 
cut temperature shift that can be utilized. 
This is by no means a routine measure, 
nor one in which too much reliance is 
placed if it is used. One of the main fea- 
tures of the interview at which these rec- 
ommendations are made is the attempt to 
answer any questions that either the hus- 
band or the wife may have. Therefore, 
all patients receive some therapy follow- 
ing the investigation. 

Of 24 patients who received some form 
of surgical therapy for their infertility, 
9 had cautery of the cervix varying from 
office cautery to deep surgical cautery 
for endocervicitis. Four patients had con- 
servative removal of sites of endometrio- 
sis in the pelvis. Seven underwent dila- 
tation of the cervical os because the di- 
ameter of the os was felt to be a factor 
in the infertility. Two had tubal implan- 
tation because of obstruction of the tubes. 
Two patients underwent plastic proce- 
dures on the introitus because intercourse 
had never been consummated; one of 
these had been married seven years, and 


since the operation she has rather rapidly 
given birth to four children. 

Therapeutic inflation was performed in 
18 patients a varying number of times. 
We use either the carbon dioxide infla- 
tion or the so-called gas-oil-gas technic 
approximately one or two days before the 
estimated time of ovulation. The latter 
consists of inflation with carbon dioxide 
until patency is demonstrated by a fall 
in manometric pressure, then about 5 cc. 
of radiopaque oil is injected, and this is 
followed by the injection of more carbon 
dioxide. This latter technic has proved 
more effective therapeutically than has 
the carbon dioxide technic alone. 

Hormone therapy was utilized to a con- 
siderable degree in this series. Its pur- 
pose was to correct menstrual disorders 
or enhance endometrial function, or to 
stimulate ovulation. The estrogen admin- 
istration varied from that of 0.1 mg. of 
stilbestrol given daily to that of conju- 
gated estrogens (premarin) given cyclic- 
ally in physiologic doses. The progester- 
one was administered usually in one of 
two ways: either as part of the cyclic 
replacement therapy or occasionally in a 
100 mg. dose on the twenty-fourth day of 
the cycle. When thyroid was used it was 
given in amounts sufficient to raise the 
basal metabolic rate to approximately 
zero. This was not on the basis of clini- 
cal thyroid disease. The single instance 
of cortisone administration occurred in 
a patient with an adrenogenital syndrome 
who after treatment became pregnant and 
delivered successfully at term. 

Therapeutic irradiation was adminis- 
tered to the pituitary and ovaries in 8 
patients. It is not our wish in this paper 
to enter the polemic regarding genetic 
damage.* We have used this means of 
therapy for anovulation for many years 
with considerable benefit. That ultimate 
harm is inherent in low-dosage irradia- 
tion to the human ovary has not been 
proved. In our hands it is used only in 
carefully selected cases after all other 
means of therapy have failed and after 
full discussion with the patient. In the 
8 patients, 2 spontaneous abortions and 1 
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stillbirth occurred in the first pregnancy 
following treatment. Five normal-appear- 
ing full-term infants resulted. Subsequent 
normal pregnancies have occurred in some 
of these patients. 

Information on the interval between ac- 
tive treatment and onset of pregnancy is 
given in table 3. Almost half (48 per 

TABLE 3 


INTERVAL FROM LAST THERAPY FOR INFERTILITY 
TO CONCEPTION 














Interval Patients 

0 to 3 mo. 34 

3 to 6 mo. 14 

6 to 12 mo. 9 

1 to 2 yr. 17 

2 to 5 yr. 20 

More than 5 yr. 6 
Total 100 





cent) of the patients became pregnant 
within six months after being seen for 
the last time. However, 26 patients be- 
came pregnant more than two years after 
active supervision for their infertility had 
stopped. Certainly, no credit can be 
claimed for the pregnancies in the latter 
group. Although too small to be statis- 
tically significant, there was no differ- 
ence in the percentage of full-term normal 
pregnancies in the two groups. 

Results of Initial Pregnancy—The re- 
sults of the initial pregnancies in this 
group of 100 women are indicated in Table 
1. As may be seen, 74 pregnancies con- 
tinued to term and resulted in the de- 
livery of normal infants. The reason for 
the two stillbirths at term was not ap- 
parent. One infant with anomalous de- 
velopment, who succumbed in the neonatal 
period, had adactylia of the right hand 
with malformation of the bones of the 
forearm and shoulder girdle. The death 
resulted from a massive cerebral hemor- 
rhage in spite of a normal spontaneous 
delivery. No sperm count was available 
on the father. 

Of the 20 women who had spontaneous 
abortions before the fourth month of ges- 
tation, 9 are known to have had normal 
full-term pregnancies subsequently. The 
two ectopic pregnancies required salpin- 
gectomy. Both of these patients had nor- 
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mal patency of the fallopian tubes to car- 
bon dioxide at the time of the original 
investigation. The patient in whom a hy- 
datid mole developed has not become preg- 
nant subsequently. 

Duration of Labor.—Information on the 
duration of labor for 46 patients with full- 
term pregnancies who received prenatal 
care and were delivered under our super- 
vision is given in Figure 2. The average 


46 potients 


Median labor = 8.2 hours 
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Figure 2. Duration of labor. 


duration in these primiparas was 10.0 
hours and the median duration was 8.2. 
hours; this average is not strikingly dif- 
ferent from the average in primiparas in 
general. Of clinical interest is the fact 
that far less analgesia was required in 
these patients than in the usual primipara. 
In general, they seemed to approach labor 
with a calmer and more enthusiastic feel- 
ing than do most patients. There were, of 
course, exceptions. Complications of labor 
were few. One patient required a cesar- 
ean section for pelvic contraction. Manual 
rotation and mid forceps delivery were 
necessary in one 38-year-old woman. True 
uterine inertia developed in only one in- 
stance and resulted in a low forceps de- 
livery. The great majority of patients 
were delivered by means of elective out- 
let forceps or spontaneously. 

In 13 of the 46 patients, estrogen or 
progesterone or both were used during 
pregnancy. In most instances these medi- 
cations were started following the ap- 
pearance of vaginal spotting or bleeding. 
The birth weight of the infants born of 
these 46 patients was not essentially dif- 
ferent from the birth weight of children 
of any group of primiparas seen in our 
practice (table 4). 
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TABLE 4 

SS __ SIZE OF INFANT _ 
Weight, gm. = Pe, _ ___Infants 
<2500 4 
2500 to 3000 6 
3000 to 3500 23 
3500 to 4000 12 
4000 to 4500 1 

Total 46 


Of the entire group of 100 patients un- 
der consideration, 33 are known to have 
_had one or more subsequent pregnancies 
after the first. 


Management of the Infertile Woman 


The management of the infertile woman 
during her first pregnancy requires speci- 
al consideration. These patients receive 
the confirmation of pregnancy with great 
elation. For many of them it is the elim- 
ination of seemingly endless menstrual 
cycles and considerable treatment, much 
of it painful in nature. They approach 
their pregnancy with eagerness and a 
great desire to follow all of the phy- 
sician’s instructions during pregnancy. 
They often become very dependent upon 
the attending physician. During the first 
prenatal visit an apparent lack of interest 
or brusqueness on the part of the phy- 
sician may result in a considerable loss 
of support. In addition to this general 
approach to the patient, many members 
of our group follow the practice of mak- 
ing specific recommendations as to the 
conduct of the pregnancy. Of the nine 
obstetricians, five request the patients to 
abstain from any vigorous or strenuous 
activity at the time of the expected but 
missed menses.” Six recommend that 
there be no coitus during the first three 
to four months. One performs no pelvic 
examination during the first trimester of 
pregnancy. Two see the patient more 


frequently than the regularly monthly 
visits. Two physicians make no special 
recommendations. All this, of course, is 
based on the assumption that no sign of 
difficulty has arisen. All the physicians 
are agreed that any untoward symptom 
is treated more vigorously and more atten- 
tively than in the usual primipara. 


Summary 

One hundred consecutive patients who 
presented infertility as their primary com- 
plaint and who have achieved pregnancy 
are reported on. There was a pregnancy 
wastage of 26 per cent in this group, 
which is slightly higher than one would 
anticipate. In 26 per cent an interval of 
two years or more occurred between the 
time of infertility therapy and the occur- 
rence of pregnancy; no credit can be given 
the infertility therapy for the pregnancy 
in these instances. 

An attempt has been made to describe 
a practical approach to the problem of 
infertility and to the management of preg- 
nancy resulting from the successful ter- 
mination of the infertility. This method 
has proved useful under the conditions of 
medical practice described. No rigid sys- 
tem has been adhered to; rather, the in- 
dividual patient and her problems have 
guided our attack on this highly personal 
and emotionally charged problem. 
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Treatment of Prostatism* 


@ The causes of prostatism, the symptoms, and the conservative and 


surgical treatment are outlined by the author. 


ROSTATISM as defined by Dorland’s 

Medical Dictionary is “ta morbid state 
of mind and body due to prostatic disease, 
especially the condition which results 
from obstruction to urination due to pros- 
tatic hypertrophy.” 


Symptoms 

The symptoms of prostatism are fre- 
quency, urgency, nocturia, diminishing 
urinary stream, hesitancy, dribbling, 
strangury, and finally acute retention. 
Lower abdominal and perineal pressure 
are common. It is true that “a morbid 
state of mind” frequently accompanies the 
physical symptoms as the patient recog- 
nizes his voiding difficulties as a sign of 
advancing years. 

The dramatic change from the de- 
pressed preprostatectomy patient to the 
cheerful postprostatectomy patient does 
not fail to draw comment from internes 
during their tour of the G. U. Service. 
The prolonged debility prior to seeking 
medical aid, as well as the “its just your 
age” attitude, contribute to the patient’s 
mixed emotions of hopelessness and fierce 
denial of any infirmity. This emotional 
outlook of the patient prevents the casual 
medical practitioner from obtaining an 
accurate history. 

Sometimes, even though seeking medi- 
cal aid to ease his voiding symptoms, the 
patient will so understate his case as to 
make the uninquisitive physician wonder 
why he bothered to come in. A family 
history of father keeping the rest of the 
family awake by his nocturnal rambling 
and bathroom noises is valuable. Fre- 





* Presented at the Seventy-eighth Annual 
Meeting of the Louisiana State Medical Society, 
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quently he will present with seemingly 
isolated symptoms which a careful history 
and examination prove to be secondary to 
long-standing prostatism. These “secon- 
dary symptoms” may be referred from 
the enlarged obstructive prostate or be 
the direct result of ascending infection 
and/or renal decompensation. 


Diagnosis 

An accurate diagnosis is essential to 
proper treatment. A transurethral resec- 
tion for nonobstructive prostatitis is as 
useless a procedure as repeated prostatic 
massage for the man with chronic drib- 
bling retention and both are dangerous. 

Benign prostatic hypertrophy is the 
chief etiology of prostatism. It is a hyper- 
trophy and hyperplasia of the glandular 
and fibromuscular elements of the pros- 
tate. It most commonly develops from the 
submucosal glands of the lateral and mid- 
dle lobes of the prostate. As the adenoma 
grows it displaces and compresses the nor- 
mal prostate peripherally to form the sur- 
gical capsule which accounts for the easily 
defined plane of cleavage in enucleating 
a prostatic hypertrophy. 

Prostatic hypertrophy per se is symp- 
tomless and causes difficulty only by vir- 
tue of its circumferential placement 
around the urethra. Prostatism develops 
as a result of the increased intravesicular 
pressure needed to push the urine past the 
compressed prostatic urethra. The blad- 
der wall undergoes work hypertrophy and 
loses some of its elasticity. Therefore, the 
total bladder capacity is reduced which 
increases the frequency of urination. The 
effective bladder capacity is still further 
decreased by the inability of the bladder 
to completely empty. This voiding off the 
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top of a residual again increases the fre- 
quency of.urination. It is more accurate 
to speak of the decreasing volume of each 
voiding as the prostatic patient invari- 
‘ably limits fluid intake to control the fre- 
quency. 

Sixty per cent of all men over 60 have 
prostatic hypertrophy and 30 per cent of 
these will need definitive therapy for uri- 
nary obstruction. The diagnosis of ob- 
structive benign prostatic hypertrophy is 
suspected when the symptoms of prosta- 
‘tism occur in a patient over the age of 50. 
These symptoms normally develop and 
progress slowly over a period of many 
months or years. Acute voiding symp- 
toms are seldom due to prostatic hyper- 
trophy alone. The diagnosis from this 
point on is largely one of elimination of 
the other causes of prostatism, and spe- 
cific demonstration of the obstruction 
either endoscopically or radiographically. 

The urine may be clear or infected. A 
specific gravity over 1.018 may well help 
clear a question of renal insufficiency on 
the first examination (remember the pa- 
tient has voluntarily and almost unknow- 
ingly limited fluids sharply prior to com- 
ing in as he always does before going 
“out’’.) 

Discovery of pyuria simply heightens 
the possibility of obstruction and is not 
the signal for jubilation and “intensive 
antibiotic therapy”. The rectal examina- 
tion may or may not reveal a large rub- 
bery prostate. Normal rectal palpatory 
findings routinely accompany hypertro- 
phy of the middle lobe. This is so because 
the enlargement is intravesicular and 
causes obstruction by a ball valve action 
rather than compression of the urethra 
from side to side. 

A nonenlarged prostate is also found 
with bladder neck contracture. Rectal ex- 
amination rules out carcinoma of the pros- 
tate, prostatic abscess, semiacute prosta- 
titis and a pathologically relaxed rectal 
sphincter as in cord bladder. The ques- 
tion of urinary residual has to be solved 
and may be by urethral catheterization 
immediately after voiding. This procedure 
may be on the first visit if the urine is 


noninfected. I believe that the risk of in- 
ducing an acute urinary infection by the 
careful, nontraumatic passage of a No. 16 
French catheter with a coudé curve is 
minimal. The danger is further reduced 
by routine administration of Thiosulfil or 
Gantrisin for forty-eight hours following 
the catheterization. Easy passage of the 
catheter rules out urethral stricture which 
could mimic prostatism. A 3 ounce or 
larger residual indicates management 
oriented towards surgical intervention; 
whereas a residual of less than 3 ounces 
orients the treatment in the conservative 
vein. 
Bladder Neck Contracture 

Bladder neck contracture is the cause 
of “prostatism without a prostate”. There 
is no way to differentiate the prostatism 
of contracture from that of hypertrophy 
by history, except that contracture inci- 
dence peaks in a younger age group. 


Carcinoma 
The differentiation from cancer is by 
rectal palpation and from middle lobe 
hypertrophy by endoscopic visualization. 


Carcinoma of the prostate is a cause 
of prostatism and must be ruled out in 
every case. It is estimated that one out 
of every five cases with urinary obstruc- 
tion is due to prostatic carcinoma. 

Prostatic malignancy causes symptoms 
in two different ways. First it causes 
symptoms by urinary obstruction in the 
same manner as benign prostatic hyper- 
trophy; secondly, it causes symptoms by 
metastasis, most frequently to the lumbar 
spine. 

The urinary obstruction of prostatic 
carcinoma causes the set of symptoms in 
which we are primarily interested. Once 
again there is little to differentiate ob- 
strution due to carcinoma from that of 
benign hypertrophy by history alone, un- 
less there are concomitant marked symp- 
toms referrable to metastatic disease. The 
diagnosis rests on rectal examination. 
That examination will give positive diag- 
nosis in all but a few prostatic carcinomas 
large enough to cause urinary obstruction. 
Fortunately, prostatic carcinoma develops 
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in the posterior lobe of the prostate and 
is therefore quite accessible to the exam- 
ining finger. This is also a “‘silent’”’ area, 
however, as far as symptoms are con- 
cerned until it announces itself as a far 
advanced lesion obstructing the urinary 
flow. 

Yearly rectal examination on men over 
40 will enable diagnosis to be suspected 
long before the stage of urinary obstruc- 
tion is reached, and when there is still 
chance for cure. As carcinoma of the 
prostate can develop in an already ob- 
structive benign hypertrophy there is al- 
ways a possibility of diagnosing an early 
carcinoma of the prostate even in an in- 
dividual with advanced prostatism. 

The symptom most frequently encoun- 
tered with metastatic disease is lumbar 
backache. The lesions are identified ra- 
diologically by their osteoblastic activity. 
An elevated acid phosphatase is found in 
approximately 85 per cent of metastatic 
carcinoma of the prostate. 


Differential Diagnosis 

A discussion of prostatism is usually 
limited to that disturbance of voiding 
function caused by prostatic hypertrophy, 
bladder neck contracture, or carcinoma of 
the prostate. The differential diagnosis 
of prostatism is of much larger scope. 

Neurogenic bladder has been mentioned 
earlier and at times is difficult to differ- 
entiate from mechanical obstruction. As 
the rectal and urethral sphincters are in- 
nervated at the same cord level, a relaxed 
rectal sphincter is a frequent accompani- 
ment of neurogenic bladder. A careful 
neurological examination to detect any 
other evidence of neurogenic dysfunction, 
as well as careful endoscopic evaluation of 
the bladder neck for mechanical obstruc- 
tion, will enable one to come to a conclu- 
sion on the part played by each of these 
lesions. 

Most of the symptoms of prostatism can 
be mimicked by a prostatitis. A lack of 
residual urine or endoscopic evidence of 
obstruction will place these individuals in 
the nonobstructive group, however. Blad- 
der caleuli, obstructive bladder tumors, 
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and urethral stricture are a few of the 
diagnoses that may be entertained briefly. 


Treatment 

The treatment of the three pathologic 
entities outlined above varies from lesion 
to lesion but most importantly varies with 
the degree of obstruction. An older in- 
dividual with benign prostatic hypertro- 
phy of relatively huge extent by rectal 
palpation, may demonstrate no residual 
urine or endoscopic evidence of obstruc- 
tion; therefore, as pointed out before, the 
rectal examination is of no help in evalu- 
ating the degree of obstruction. 

Residual urine determinations and dur- 
ation of severity of prostatism are the 
two big factors in deciding upon the ther- 
apeutic course to follow. Roughly speak- 
ing, an individual with three or more 
ounces of residual urine is much more 
likely to have increasing prostatism cul- 
minating in acute retention, than is the 
individual with less than 3 ounces resid- - 
ual. Likewise the individual with a long- 
standing progressive prostatism is much 
more likely to continue having difficulty 
regardless of treatment than is the indi- 
vidual with a short history of difficulty. 

The presence or absence of associated 
lesions enters the picture here, to sway 
one from the medical to the surgical ap- 
proach or vice versa. The presence of a 
bladder calculus is indication for surgical 
intervention in itself and most of us be- 
lieve that it is an indication of bladder 
neck or prostatic obstruction which should 
be taken care of at the same time as the 
vesicle lithotomy. On the other hand, a 
marked prostatitis should certainly be 
cleared before any decision is made as to 
ultimate disposition of a patient with a 
low residual and only moderate symptoms. 

Conservative treatment of benign pros- 
tatic hypertrophy is justified with mild 
to moderate prostatism only if a residual 
of less than 3 ounces has been determined 
and normal renal function established. 
Again, the individual who “can’t stand” 
prostatic massage is not the individual to 
withhold surgery from. A high fluid in- 
take, avoidance of urinary irritants, such 
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as alcohol and highly seasoned foods, 
weekly prostatic massage with or with- 
out antibiotics, depending upon the de- 
gree of accompanying prostatic infection, 
offer a great deal. This program has to 
be positively orientated, however, for the 
mental health of the patient. The patient 
must understand that conservative treat- 
ment can be continued only so long as his 
symptoms improve or at least do not 
worsen and only so long as urinary in- 
fection can be kept under control. 

Infection in the presence of obstruction 
is almost impossible to eradicate, and may 
be an indication in itself for surgery. In- 
deed most of the young men requiring 
bladder neck surgery do not have marked 
symptoms of prostatism but recurrent in- 
fection simply demands that the obstruc- 
tion be removed. Prostatic infection of 
course can exist without bladder infection, 
and a midstream culture will frequently 
be negative even in those individuals with 
clumps of pus cells in the first and last 
portion of their urine. These individuals 
often profit from prolonged low dosage 
of sulfa or Mandelamine. I not infre- 
quently give 14 gram tablet of Gantrisin 
or 14 gram tablet of Thiosulfil once daily. 
Mandelamine is usually used in 1 gram 
dosage per day. Anyone of these medica- 
tions may be continued over a long period 
of time with little danger of toxicity. 
These dosages may be regarded as homeo- 
pathic, but I believe that they may be 
helpful in chronic prostatic infection with 
or without accompanying hypertrophy. 
Hot sitz baths and avoidance of constipa- 
tion are other conservative measures not 
to be forgotten. Hormones are of no use 
in managing the obstruction of benign 
hypertrophy. 

Surgical treatment of obstructive BPH 
is indicated in any individual with demon- 
strable endoscopic evidence of that ob- 
struction and who does not meet the cri- 
teria for medical management. Unless one 
is willing to submit to a catheter for 
life, surgery is a must in anyone with a 
large residual urine, resistant urinary 


infection, declining renal function, or 
marked prostatism interfering with the 
individual’s daytime activities and night’s 
rest. In these patients an indwelling cath- 
eter until the obstruction is removed fre- 
quently gives them their first comfortable 
night’s rest in many months. 

The question of surgical risk can be 
settled simply. Anyone who can walk and 
care for himself is capable of undergoing 
a carefully planned and executed prosta- 
tectomy. The preoperative work-up in- 
cludes a chest plate, electrocardiogram, 
intravenous pyelogram, and blood studies 
in every case. Recent coronary occlusion 
contraindicates surgery only for a matter 
of months postocclusion. Most internists 
feel that the relief from prostatism af- 
forded by prostatectomy improves the 
coronary symptoms of a cardiac. 

The choice of surgical approach is not 
of great significance either in surgical 
risk attached or relief of prostatism af- 
forded. The important factor is in apply- 
ing the T.U.R. to glands under 50 grams 
in weight and one of the enucleative ap- 
proaches to the larger hypertrophies. 

Bladder neck contracture is managed 
both from the medical and surgical stand- 
points similar to a benign hypertrophy. 
The only surgical difference is that it is 
almost always managed transurethrally 
rather than with open surgery. 

Carcinoma of the prostate is an adeno- 
carcinoma which is hormone dependent. 
Estrogen administration and/or orchiec- 
tomy is indicated in every case. Here 
again the indications for surgery are 
similar to those of benign hypertrophy. 
Transurethral resection is the approach 
of choice, unless the lesion is an early 
one and an attempt at cure is made by 
perineal extirpation. 

No matter what the choice of therapy, 
I would like to urge that it be suited to 
the pathology, and carried out with a 
determination that will convince the most 
ornery of patients that something is being 
done to help make his golden years a little 
brighter. 
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Historical Notes 


Influence of Mind on Disease. (Address delivered before the Medical Society of 
the County of Columbia) by Joseph Bates, M. D. Trans. Med. Soc. State of New York, 
Vol. 7, Part 2. 

****PRear has such an influence upon physical organization and produces such 
very variable symptoms that volumes might be filled with its details. ****Fear has 
been known to affect the bowels like an over-dose of cathartic medicine. Abortions 
innumerable have followed in its train of consequences. Mental emotions are re- 
garded by many as having an influence upon the foetus, during uterogestation, and 
to be the fruitful source of all the malformations. ; 

****Many nervous diseases are caused by the influence of moral emotions. 
Epilepsy has resulted from sudden fright; and it has been suspended, and even cured 
by the same emotion. A gentleman travelling in Europe discovered a man sitting in 
a state of most woful despair, and apparently near the last agonies, by the side of 
one of the mountain lakes of Switzerland. With great anxiety, he inquired the cause 
of his suffering. ‘“‘O!” said the man, “I was very hot and thirsty, and took a large 
draught of the clear water of the lake, and then sat down on this stone and con- 
sulted my guide book—(this guide book was written in French of which language he 
was ignorant) “To my astonishment” said he, “I found there that the water of the 
lake is very poisonous! O! I am a gone man—I feel it running all over me! I have 
only a few minutes to live.” ‘Let me see the guide book,” said the gentleman. Turn- 
ing to the passage, he found: “L’eau du lac est bien poissoneuse.”—the waters of the 
lake abound in fish. “Is that the meaning of it?” ‘“‘Certainly.’’ “I never was better,” 
said the dying man, and immediately leaping up, his imaginary pain left him. 


New Orleans M. & S. J. 5:111 (July) 1848. 
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Lung Biopsy for Obscure 


Pulmonary Lesions* 


@ Thoracotomy with lung biopsy, performed on five patients, re- 


vealed diverse pathologic processes. 


The value of the procedure as 


a diagnostic aid is cited by the author. 


URGICAL exploration of the chest to 

discover what is awry in a patient ap- 
pears to many physicians an unjustifiably 
radical procedure. The risk of thoracot- 
omy should be discounted when weighed 
against the rewards of correcting a lesion 
which if left unremedied may lead to pro- 
longed ill health or death. 


The diagnosis of most pulmonary le- 
sions can be assumed on clinical data. 
Shadows on the roentgenograms, while 
usually typical of disease, overlap in their 
identities to the point that other aids 
must be used. 

Many diagnostic approaches to the in- 
dividual patient are suggested from the 
initial work-up and clinical course. In an 
individual patient a mediastinal shadow 
or numerous rounded densities in both 
lung fields may call for a radioactive 
iodine uptake study to determine if a 
mediastinal goiter or metastatic thyroid 
carcinoma is present. In another, diffuse 
perihilar shadows may require catheteri- 
zation of the heart to ascertain a possible 
cardiac origin. 

The final diagnosis with few exceptions 
must rest on histopathologic and biologic 
differentiation. If an exhaustive survey 
has failed to yield the underlying patho- 
logic process, thoracotomy should be un- 
dertaken. 


The material presented is from the files 





* Presented at the Seventy-ninth Annual 
Meeting of the Louisiana State Medical Society, 
May 5, 1959, New Orleans, Louisiana. 

+ From the Department of Surgery, Louisiana 
State University School of Medicine, New Or- 
leans, Louisiana. 
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of Charity Hospital and Flint-Goodridge 
Hospital of New Orleans, Louisiana. 


Lung Biopsy 

Representative tissue may be removed 
from the lungs and pleura by surgical 
means with minimal discomfort and mor- 
bidity. The operation (Fig. 1) is per- 
formed under local, or preferably, general 
anesthesia, utilizing positive pressure; 
and through a small intercostal incision, 
with little spread of the ribs, a 3 by 3 
cm. wedge of lung can be excised and the 
cut surface sutured. If air leakage or 
bloody ooze necessitates, an intercostal 
catheter may be placed in an adjacent 
interspace for drainage. 


Illustrative Case Reports 


Case No. 1. This 34 year old Negro man was 
admitted to the hospital February, 1959. He had 
noted the sudden onset of dyspnea, and cough, 
productive of blood streaked sputum four weeks 
previously. Roentgenograms of the chest showed 
diffuse haziness and peribronchial infiltrate in 
both lower lung fields (Fig. 2). Pulmonary func- 
tion tests were within normal limits except for 
a lowered Maximal Breathing Capacity. Pulmo- 
nary biopsy demonstrated interstitial thickening 
of the alveolar septum and pulmonary fibrosis. 

Scar tissue formed in the lungs is des- 
ignated as pulmonary fibrosis. For pur- 
poses of classification, four pathophysi- 
ologic groups can be delineated: * 

1. Parenchymal scarring is scattered 
in distribution and zones of rela- 
tively normal lung intervene. The 
main causes are pyogenic, tubercu- 
lous, and mycotic infections, silico- 
sis and sarcoidosis. 

2. Tracheobronchial lesions produce 
distal atelectasis or emphysema. The 
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Figure 1.—Lung biopsy. Patient is placed in a prone position. Under local or general anes- 
thesia, a small incision is made between two ribs, a 3 x 3 cm. wedge of lung excised, the 
lung is sewed over with a continuous catgut stitch, and the wound closed. Drainage of the 


thoracic cavity is optional. 


main causes are chronic bronchitis, 
bronchiectasis and some pneumoco- 
nioses. 

3. Interstitial fibrosis involves the al- 
veolar walls. Oxygen diffusion is 
impeded at the alveolocapillary bar- 
rier. 

4. Vascular fibrosis results from em- 
boli, thrombi, and many of the col- 
lagen diseases. Right sided cardiac 
failure may intervene. 

While it has been established that this 
man has pulmonary fibrosis, the causative 
agent has not been identified. Silicosis 
would strongly be suspected from the pro- 
longed exposure to brick dust. 
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Case No. 2. This 55 year old Negro woman 
was admitted to the hospital April 29, 1957. Two 
weeks before she developed hemoptysis. Three 
months previously she had begun to have pain 
in the lumbar region. Since the onset of the 
low back pain, she had lost 30 pounds in weight. 
Roentgenograms of the chest in January, 1957, 
had been reported as normal. On physical exam- 
ination the uterus was enlarged. A diagnosis of 
uterine leiomyomata was made. On this admis- 
sion roentgenologic study of the chest disclosed 
nodular infiltration throughout both lung fields 
with apparent rib involvement. Biopsies of the 
rib and lung revealed metastatic anaplastic sar- 
coma probably leiomyosarcoma. At necropsy on 
July 3, 1957, the primary leiomyosarcoma was 
found in the uterus. 


Diffuse pulmonary infiltration result- 
ing from widespread malignancy may 
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Figure 2.—Roentgenogram of the chest on 
Case No. 1 shows diffuse haziness and peribron- 
chial infiltrate, more marked in the lower lung 
fields. 


give rise to the “alveolar-capillary block 
syndrome.” ! 

In addition to this cause, it is a com- 
mon feature of Boeck’s sarcoid, beryllio- 
sis, scleroderma of the lungs, acute miliary 
tuberculosis, mitral stenosis, and many 
other pulmonary lesions. 


The syndrome is characterized by re- 
duction in diffusing capacity of the lungs, 
a block being present at the alveolar- 
capillary interface. To get from the alveo- 
lus into the hemoglobin, oxygen must pass 
several fluid and tissue barriers. The 
components comprise the alveolar-capil- 
lary membrane. 

The term implies involvement of the 
septum by some process, neoplastic, in- 
flammatory or granulomatous. This usu- 
ally holds true and decrease in diffusing 
capacity can be attributed to the mem- 
brane. In histologic sections from the 
lung of Case No. 2, pleomorphic tumor 
cells thicken the walls and despite in- 
vasion of the alveoli in areas, the alveolar 
walls remain intact. 

Case No. 3. A 30 year old Negro man noted 
an acute onset of cough, hemoptysis, dyspnea, 
chills and fever April, 1957. He had been spray- 
ing trees with an insecticide, chlordane. He im- 


proved in about a week and returned to work. 

He did ro further spraying until April, 1958, 
at which time he again used chlordane. In about 
three days he developed severe pain in the chest, 
cough, and hemoptysis. Roentgenologic study 
June, 1958, showed a diffuse interstitial inferior 
bronchial infiltration associated with haziness 
(Fig. 3a). A lung biopsy on November 7, 1958, 
disclosed pulmonary alveolar proteinosis (Fig. 





Figure 3a.—Alveolar proteinosis. Film taken 
in June, 1958, on Case No. 3 shows cottony and 
feathery densities apparently concentrated about 
the hilum. 





Case No. 3 shows considerable resolution. Cer- 
tain zones of increased density suggest possible 
persistence in a fibrotic state. 
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Figure 4a.—Alveolar proteinosis. Hematoxy- 
lin and eosin preparation in Case No. 3. The 
material appears more homogeneous than with 
PAS stain. Alveoli are thin. The mucosa is in- 
tact and proteinaceous material fills the lumen. 





Figure 4b.—PAS positive material in Case 
No. 3. The alveolar walls are thin. Acicular 
spaces and rounded masses represent remnants 
of cells. 


4a, 4b). On Meticorten and with no further 
chlordane exposure he has improved clinically 
and the roentgenograms of the chest are clearing 
(Fig. 3b). 

A new pathologic entity, pulmonary al- 
veolar proteinosis, has been recently de- 
scribed.” The alveoli are filled with a 
PAS-positive proteinaceous material, rich 
in lipid. This material is most likely 
produced by the lining cells which slough 
into the lumen, ultimately becoming ne- 
crotic and yielding granules and variable 
laminated bodies to the alveolar content. 
The condition bears resemblance to inter- 
stitial plasma cellular pneumonia due to 
pneumocystis carinii. 

The provocative agent, although a mat- 
ter of conjecture, is probably inhaled. 
Many patients have had an occupational 
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exposure to chemical inhalants as was 
true in this case. 

In the reported cases death may result 
from progressive filling of the alveoli or 
superimposed fungal or bacterial infec- 
tion, which may be abetted by prolonged 
use of antibiotics and adrenocorticoids. 

Case No. 4. This 57 year old Negro woman 
was admitted to the hospital May, 1957. Symp- 
toms of pain in the chest, nonproductive cough, 
and fever had come on suddenly in March, 1957, 
and some improvement was attributed to peni- 
cillin. However, an associated dyspnea became 
progressively worse. She had kept a parakeet 
in the house for the past six months. She had 
been in California for a short time several years 
before. 

Bilateral fibrotic strands radiating from either 
hilum suggestive of bronchiectatic changes were 
present on roentgenograms of the chest (Fig. 5). 

Pulmonary function tests revealed severe re- 
strictive ventilatory dysfunction with significant 
resting hyperventilation. On May 30, a titer for 
psittacosis was 4 plus on 1/16 dilution, 2 plus on 
1/32, and doubtful on 1/64. On June 6, titer 
was 1 plus on 1/16, 0 in successive dilutions. A 
lung biopsy disclosed pronounced interstitial fi-° 
brosis with moderate chronic cellular reaction. 
In April, 1959, she had been on Meticorten for 
two years, was still markedly dyspneic and re- 
sults of pulmonary function tests were the same 
as in 1957. 

No clear cut diagnosis has been achieved 
since she has been under observation. 
Contact with a parakeet and the changes 








Baupurr, H 
Figure 5.—Radiograph on Case No. 4 demon- 
strates diffuse mottling in the lower halves of 
both lung fields. The microscopic diagnosis is 
interstitial fibrosis. Psittacosis is suspected. 
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in titer, although titer was not ascending, 
suggest the diagnosis of psittacosis. No 
inclusion bodies were seen on histologic 
section of the lung. 

Psittacosis, “parrot fever,” is a specific 
disease, caused by a comparatively large 
viral agent, an intermediate size between 
the small viruses and Rickettsias. It is 
primarily an infection of birds. The path- 
ology is the same as that of primary 
atypical pneumonia, intense bronchitis 
with ulceration of mucosa and irregular 
‘patchy pneumonia with an exudate of 
mononuclear cells. The distinguishing 
characteristic is inclusion bodies within 
these large mononuclear cells. 

The laboratory diagnosis is made by in- 
oculating sputum or blood intraperitone- 
ally into mice. Changes in titer of com- 
plement fixing antibodies in blood may 
be demonstrated. Antibodies in low titer 
may be present in many persons who have 
no active disease. 

Penicillin is a specific therapeutic aid. 

Case No. 5. This 52 year old white man was 
admitted to the hospital January, 1958, with a 
complaint of progressive d)spnea for five years. 
From 1937 until 1941, he had been a sugar cane 
farmer. From 1941 until 1945, he had worked 
in a “pre-fab” shop where it was very dusty. 
From 1945 until 1947, he had been a carpenter 









Ganwen £ 
- 41-295 32 
6.—Radiograph on Case No. 5 shows a dif- 
fuse peribronchial infiltrate. The microscopic 
sections disclose extensive fibrosis and inflam- 
matory infiltration. Aspergillus species has been 
grown on culture. 


on a boat where he was exposed to much glass 
wool. 


A diffuse bilateral peribronchial infiltrate was 
seen on roentgenograms of the chest (Fig. 6). 
Pulmonary function tests gave evidence of a 
moderate restrictive ventilatory dysfunction. On 
arterial oxygen determinations hypoxia was pres- 
ent at rest. No shunt could be demonstrated on 
cardiac catheterization. 

The lurg biopsy disclosed extensive fibrosis, 
bronchiectasis and marked inflammatory infil- 
tration. Aspergillus species was grown from the 
lung biopsy specimen when it was cultured on 
Saboraud media. No other organisms were re- 
covered. He died in May, 1958. 

Fungi of the genus Aspergillus are 
among the most frequent and troublesome 
contaminants in the laboratory. In addi- 
tion to the saprophytic series, many dis- 
seases of both plants and animals are asso- 
ciated with a pathogenic species of this 
fungus. Massive exposure may be respon- 
sible for some disease in man. 

Aspergillus fumigatus can be isolated 
frequently as a contaminant from sputum 
of patients with many pulmonary dis- 
eases of known etiology, as for example, 
carcinoma. Thus under clinical conditions 
diagnosis cannot be established. No re- 
liable skin or serologic tests are available. 
Cultures are of some help. Severe de- 
structive aspergillosis has been found at 
necropsy. 

Iodides are of some therapeutic help. 
Localized pulmonary disease may benefit 
from surgical removal. 


Summary 

Lung biopsy is a dependable diagnostic 
aid. Two indications for biopsy exist: to 
verify diagnosis and to establish medico- 
legal documentation in occupational dis- 
ease. 

Operation can be accomplished under 
local or general anesthesia through a small 
anterior chest incision with little morbidi- 
ty and a short stay in the hospital. 

Several cases who have had lung biop- 
sy are herein reported, along with their 
roentgenograms, and in one, photomicro- 
graphs. Alveolar proteinosis, pulmonary 
fibrosis and alveolocapillary block are 
briefly discussed. Metastatic malignancy, 
psittacosis and aspergillosis also are men- 
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tioned. The wide variety of pathologic 
processes encountered in the lung are veri- 
fiable only by histopathologic and biologic 
differentiation and biopsy of the lung may 
be necessary to uncover the cause. Treat- 
ment without a diagnosis is oftentimes 
ineffective and may on occasion be dan- 
gerous. 
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Historical Notes 


With this number, we enter upon the Fifth Volume of the New Orleans Medical 
and Surgical Journal. Four years’ experience have convinced us that the profession 
in the South and South-West is fully able to sustain a journal of practical medicine; 
and we avail ourselves of this opportunity to return our grateful acknowledgments 
to those who have aided us in this new (and now no longer doubtful) enterprise. 

We have been anxious to make this a practical Journal; we shall still aim to 
give it that character, and from the spirit of the communications which have come 
to hand, we believe the profession will second our efforts. The age demands every- 
thing that is practical; nothing theoretical or hypothetical, save it be to give point 
to fact, will pass as current coin in any of the professions or departments of life, 
whether civil or political. 

This tendency of the age—this proclivity of the human mind, is destined to 
revolutionize the scientific, as it has already shaken the political world. Be it ac- 
complished.—Observation and the careful collection of facts, followed by a rigid 


analysis of the same, must supersede the idle and often unfruitful speculations of a 
superficial philosophy. 


New Orleans M. & S. J. 5:129 (July) 1848. 
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General Practitioners and the 
Treatment of Depressive Reactions* 


®@ The author discusses the important vegetative and psychic mani- 
festations to be looked for by the nonpsychiatric physician in diag- 
nosing a depression, and outlines the possible treatment to be 
administered in these minor depressions, with a warning in regard to 


the necessity of referral to a psychiatrist in more severe depressions. 


C= interest among nonpsychi- 
atric physicians, together with in- 
creased awareness of the prevalence of 
emotional disorders, has led to greater 
activity and knowledge among these phy- 
sicians in the understanding and treat- 
ment of emotional disorders. All symptoms 
have some emotional factors, and many 
internists have reported that as much as 
50 to 70 per cent of the complaints pre- 
sented to them have emotional complica- 
tions as a major factor. It is significant 
to realize that a constantly enlarging per- 
centage of physicians are seeking person- 
al psychoanalysis not only as an aid in 
handling their own problems but as an 
instrument in better understanding pa- 
tients’ conditions. 

Statistics regarding mental illness are 
striking.' Over one million, two hundred 
thousand patients are treated annually 
in mental hospitals. More than half of 
the hospital beds in this country are oc- 
cupied by patients with psychiatric ill- 
nesses. Over one million, five hundred 
thousand adults and children visit psy- 
chiatric outpatient clinics and private psy- 
chiatrists. Add to this the large number 
securing help from physicians other than 
psychiatrists, and the total becomes a ma- 
jor figure. A fair estimate is that about 
one out of every ten persons has some 





* Presented at the Seventy-ninth Annual 
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form of mental or emotional disorder re- 
quiring treatment. 

The unfortunate component of stigma 
is gradually being reduced, and this aids 
many people in facing mental illness and 
doing something about it. Many miscon- 
ceptions remain regarding mental illness. 
For example, it has been thought that in- 
dividuals of superior intelligence do not 
become mentally ill. On the contrary, 
there are certain severe mental illnesses 
to which the individual with superior in- 
telligence is especially vulnerable. There 
are misconceptions regarding treatment 
of mental illness infringing upon the role 
of the clergy. Enlightened clergymen 
have done much to debunk this miscon- 
ception. Religion is not a substitute for 
the treatment of mental illness although 
it may be a valuable adjunct; psycho- 
therapy is not a substitute for religion. 

Fortunately, many misconceptions re- 
garding the hopelessness of mental illness 
have been overcome. This is largely at- 
tributable to newspapers and magazines 
glamorizing new techniques and medica- 
tions. However, this has also brought the 
unfortunate consequences of magic pana- 
cea concepts and the exaggeration of the 
probability of “cures.” There are numer- 
ous other misconceptions, and interested 
physicians would do well to consult Le- 
vine’s “Psychotherapy in Medical Prac- 
tice” * in this regard. 

This paper concerns the treatment of 
depressed patients not so much by more 
specialized psychiatric techniques, but by 
techniques available to physicians other 
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than psychiatrists. Any physician should 
be able to recognize the psychotic depres- 
sions. Many of us have problems in ap- 
preciating nonpsychotic depressions. Feel- 
ings of depression and anxiety are not 
only the most frequent complaints pre- 
sented to the psychiatrist in private prac- 
tice, but are probably the most frequent 
emotional symptoms presented to nonpsy- 
chiatric physicians. Depressed feelings 
are something that all of us have encoun- 
tered many times within ourselves; it is 
the emotional symptom that our close 
friends most frequently will privately con- 
fide to us at social functions. It has been 
estimated that 75 per cent of depressives 
are seen and treated by nonpsychiatric 
physicians, and that only 25 per cent reach 
the psychiatrist." Even with the latter, 
the major portion have first seen a ‘re- 
ferring physician. 


Diagnosis 

The treatment of any medical condition 
should stem first from the recognition of 
the condition with which one is dealing. 
Awareness of the current therapy and 
prognosis of the condition is basic. Phy- 
sicians would do well to develop more 
acumen in the diagnosis of depressions. 
Too many depressions are masked. Diag- 
nosis of a depression can be divided into 
two major groups: First, the biologic (or 
vegetative or somatic) manifestations and 
second, the psychic. It is surprising how 
often the physician fails to question the 
patient regarding vegetative symptoma- 
tology. These are probably the most reli- 
able indicators of the depth of a depres- 
sion. In any mild to moderate depression, 
some of these symptoms will be present. 
They are: 

1. Anorexia. 


2. Weight loss. 

3. Insomnia. 

4. Decreased or absent sexual desire. 
5. Constipation. 

6. Amenorrhea or oligomenorrhea. 


When the physician encounters a sig- 
nificant number of these vegetative find- 
ings he should become aware of the depth 
of the depression, aware of the suicide po- 
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tential and consider the patient signifi- 
cantly ill. The earliest and most frequent 
of the symptoms are insomnia, anorexia 
and decreased sexual desire. The insom- 
nia is frequently expressed as early morn- 
ing awakening with the inability to go 
back to sleep. The decreased sexual de- 
sire often carries with it systems of ra- 
tionalization. Constipation, amenorrhea 
and oligomenorrhea appear in the litera- 
ture more frequently than my clinical 
practice has shown. Before one lends 
weight to the symptom of constipation, he 
would do well to confirm that the consti- 
pation was not present before the depres- 
sion ensued. Constipation and menstrual 
dysfunction seem to be related to the 
more severe types of depression—the ones 
with deeper psychopathology. Amenor- 
rhea often provides a complication in that 
the patient may think she is pregnant and 
have the emotional reactions secondary to 
her feelings about pregnancy. 

Sometimes a physician has been told by 
the family that the patient is severely de- 
pressed, cries considerably, has introvert- 
ed, etc. The patient may deny this; he 
may “cover up” psychic manifestations. 
Questioning about vegetative symptoma- 
tology can become a valuable fool because 
patients usually do not relate this to men- 
tal illness. Sometimes the patient may be 
a severe, lifelong neurotic who has always 
embroidered his complaints. Here, lack 
of vegetative symptomatology may serve 
as a criteria in evaluating the degree of 
the claimed depression. 

In listing psychic manifestations, a 
most important one is the estimate of 
what the physician sees in the patient, the 
so-called mood or affect of the patient. 
Evaluation of the depth of a depression 
is an area that reminds one that medicine 
remains an art rather than a science. The 
ability to evaluate the depth depends upon 
the clinical experience and judgment of 
the physician. There are other diagnos- 
tic adjuncts physicians may use, among 
which are slow movement, restlessness, 
facial expression and bodily posture. 

Another psychic symptom is suicidal 
ideation. This must always be considered 
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in any depression. It is too frequently 
not considered. Some have the misconcep- 
tion that to- question the patient about 
suicide might put the idea in the patient’s 
mind. Nothing could be more incorrect. 
It will not strengthen the concept of sui- 
cide. It may aid the patient to talk about 
it and might give him a better apprecia- 
tion that the physician can understand 
what he is going through and that he can 
be helped. 

_ Expressions of hopelessness regarding 
the condition together with feelings of 
worthlessness, inadequacy, and loneliness 
are frequently present. In the more se- 
vere depressions, no amount of reassur- 
ance from physicians and friends can 
overcome these feelings. Frequently, the 
patient will project all of his depressed 
feelings on having made a poor financial 
deal—“‘of having been taken.” Still an- 
other frequent symptom is introversion. 

Expressions of guilt deserve special em- 
phasis. Guilt is often related to hostile 
feelings that the patient has toward 
others. Many times these hostile feel- 
ings are unconscious and are introjected 
(turned against the patient himself). 

There are other psychic manifestations 
such as delusions about body organs and 
feelings of unreality, but these and others 
really fall into the category of psychotic 
depressions and will not be discussed in 
this paper. 

What else should the physician keep in 
mind regarding diagnosis of depression? 
Certainly here, as in other fields of medi- 
cine, the patient’s previous history is of 
cardinal importance. Has the patient ever 
had a depression before or has he ever 
attempted suicide? What is the basic 
personality or neurotic diathesis of the 
individual? Is he hypersensitive, too in- 
trospective or, introverted? All of these 
are of importance. One finding typical of 
many depressions is that depressives usu- 
ally feel worse in the morning. Many ex- 
planations have been provided; possibly 
one of the most accepted is the concept 
that life is so unpleasant for the patient 
that when he awakens in the morning, he 
dreads the prospect of facing the entire 


day. The frequency of depressions in seri- 
ous physical disease, chronic disease or 
severe pain must be appreciated. Suicide 
remains a danger in these conditions. Such 
patients will frequently state in a seem- 
ingly intelligent manner that they have 
balanced the scales of their potential un- 
happiness against their potential happi- 
ness in the remainder of their life, and 
the results do not appear pleasant. 

Misconceptions regarding potentiality 
of suicide are prominent. These include 
the misconception that religious beliefs 
are an effective check against suicide. Of 
the three major religious faiths in this 
country, the one that most clearly spells 
out suicide as being a moral sin is the Cath- 
olic faith. It is interesting in this regard 
that the lowest rate of suicides is not 
among the Catholics but among Jews.* 
There have been priests, ministers and 
rabbis that have committed suicide. Other 
misconceptions concern the ideas that 
those who talk about suicide never do it, 
and that children or mental defectives will 
not commit suicide. 


Treatment 

If, after studying his patient, the non- 
psychiatric physician believes that the de- 
pression is not a severe one and that none 
of the danger signs regarding suicide or 
severe psychopathology are present and 
if he feels comfortable and willing to 
treat the patient superficially, he is often 
in a better position to aid the patient than 
would be a new figure, the psychiatrist. 
If the nonpsychiatric physician is at all 
uncertain about the suicide risk or po- 
tential for severe mental illness, he should 
arrange for psychiatric consultation. Oc- 
casionally, when the psychiatrist sees a 
patient in a mild depression he can rec- 
ognize that the referring physician is able 
to handle the problem and possibly will be 
better accepted by the patient. Then the 
psychiatrist can make suggestions to the 
other physician. Unfortunately, too many 
physicians are threatened by the idea of 
dealing with any mental illness or else 
have no inclination to spend the extra 
time necessary. It is also true that when 
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certain types of personal problems are in- 
volved, the patient may be unwilling to 
discuss them with his family physician. 

Numerous articles have been written 
regarding psychotherapeutic techniques 
suitable for the nonpsychiatric physician. 
The important factor in any good psycho- 
therapy is being a good listener. The pa- 
tient too frequently has had no one to 
whom he could communicate. Simple sug- 
gestions regarding “restoration of com- 
munication lines” may be important. Ef- 
fective psychotherapy is often brought 
about when the physician has really said 
little if anything but has provided an at- 
mosphere of trust. The value of ventila- 
tion cannot be overemphasized, but this 
is especially helpful when this ventilation 
can be expressed to an individual who has 
an accepting, nonpunitive, nonjudgmental 
attitude. The patient may try to cate- 
gorize the physician as an authoritarian 
figure. It might become pertinent for the 
physician to simply state, “This is no 
church , and I am no clergyman. This is 
no court, and I am no judge. This is no 
school, and I am not a teacher. I’m here 
to help you as a physician.” 

As has been mentioned, guilt is a fre- 
quent symptom in depression. Many indi- 
viduals have misconceptions that arouse 
considerable guilt. Many are prone to be- 
come upset regarding hostile feelings, 
status wishes or envy. The importance for 
the patient of universalization by the phy- 
sician of such feelings cannot be overem- 
phasized. It is important for the patient 
to realize that in spite of superficial fa- 
cades, there is present in all of us a need 
to be loved, a need to lean on someone and 
a need to be taken care of in a child-like, 
protected fashion. Many individuals have 
harbored within themselves the awareness 
of some neurotic traits, overemphasizing 
the significance of these traits and feeling 
that they are on the verge of a major psy- 
chosis—“‘a nervous breakdown.” Here, 
too, universalization is important. It be- 
comes important for the depressive to 
learn that all individuals have neurotic 
traits, and we differ only in the degree 
by which we manifest these traits. Pa- 
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tients quite often relate events, happen- 
ings or thoughts to which they attach 
much anxiety or guilt in spite of the fact 
that these traits or happenings may be 
a general normal development of the per- 
sonality. 

Environmental manipulation is fre- 
quently an important part of the psycho- 
therapeutic procedure. The physician is 
in an excellent position to objectively sur- 
vey family and home relationships. Also, 
it may be necessary that he assume re- 
sponsibility for moves which a patient 
knows are advisable, but regarding which 
the patient would have too much guilt 
were he not supported by some authority 
—in this instance, the physician. 

In addition to providing the patiert 
with a healthy figure to whom he can 
ventilate, the physician may prescribe 
medications. The physical condition of 
the patient must be given careful atten- 
tion, and the medications required to rec- 
tify any physical condition should be care- 
fully considered. 

Newer psychic drugs have been devel- 
oped and are being investigated so rapid- 
ly that what is written today may be 
outmoded within six months. Additional 
side-effects are being discovered, further 
testing of drugs is being carried out and 
newer ones are being introduced. Unfor- 
tunately, the newer drugs are often ac- 
companied by a salvo of omnipotent 
claims. Misconceptions regarding the ef- 
ficacy have been promulgated to the 
public. 

One of the better antidepressant drugs 
at this time appears to be Marsilid.* Be- 
sides stimulating the patient, it frequent- 
ly improves the appetite, and this is quite 
encouraging to the patient. Unfortunate- 
ly, the efficacy of Marsilid usually is not 
apparent until the drug has been given 
for several weeks. Because of the danger 
of certain side-effects it should not be 
given in dosages of over 50 milligrams 
daily, and the dosage should be reduced 
when the patient starts exhibiting im- 
provement. The amphetamines remain a 





* Iproniazid. (Roche Laboratories). 
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helpful tool in many minor depressions. 
Although they frequently stimulate the 
individual and give him a sense of well- 
being, the appetite depressant effect is a 
handicap to the depressive. There are 
other stimulating drugs which the physi- 
cian may consider. Many tranquilizers 
lay claim to helping depressives. Some of 
them apparently do in a few cases; de- 
pressives are helped by the reduction of 
tension. The phenobarbitals have always 
been indicted as a contraindication in de- 
pressives; it is best to avoid them, al- 
though they may be given in small dos- 
ages. 

The sleep pattern is of major impor- 
tance to the depressive. Lethargy and 
fatigue are depressing in themselves. Phy- 
sicians should not hesitate to give the pa- 
tient aids for sleeping, but should be care- 
ful that the patient is not too heavily 
sedated—or if a suicidal potential is pres- 
ent, the prescription should not contain 
sufficient medication to allow a success- 
ful suicide. The shorter acting barbitu- 
rates as well as some of the newer non- 
barbiturate sedative-hypnotics have a 
place regarding insomnia in treating de- 
pressive reactions. 

If the depression persists or the pa- 
tient manifests any danger signs, referral 
to a psychiatrist should be carried out. 
The psychiatrist may, by virtue of his 
specialized training and experience in psy- 
chotherapy, be able to cure the depression. 
Psychotherapy remains the treatment of 
choice when possible for depressions. It 
attempts to rectify the cause in acdition 


to helping the symptom. Electroshock 
therapy remains an excellent tool for the 
treatment of depressions that are danger- 
ous or resistant to psychotherapy. Fre- 
quently, when the patient recovers from a 
depressive reaction with the aid of electro- 
shock therapy, he is more amenable to 
psychotherapy and to the understanding 
of the basic causes of his illness. 


Conclusion 


Increased awareness of the prevalence 
of mental illness has brought with it in- 
creased interest and activity in the realm 
of mental illness among nonpsychiatric 
physicians. The nonpsychiatric physician 
must remain aware of the importance of 
his role in the treatment of depressions 
both as a possible therapist or in the 
manner of referral. Evaluation of vege- 
tative symptomatology as well as the 
psychic symptomatology is of cardinal 
importance. The minor depressions can 
often be competently handled by the non- 
psychiatric physician, but the danger of 
overlooking more severe depressions must 
be kept in mind. Some physicians have 
innate ability regarding psychotherapy; 
unfortunately others adopt too much om- 
niscience or omnipotence when they do 
psychotherapy. 
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The Lumbar Spine in the Workman 


@ Preplacement evaluation of the functional ability of the workman’s 
low back, and of the mental, physiological, and structural stresses that 
the employee will be subjected to, saves money and time in work loss, 
and is of value both to the employer and the employee. 


a is no single condition in which 
labor is involved that causes more loss 
of man-hours than low back symptoms.! 
The purpose of this paper is to demon- 
strate the necessity for proper preplace- 
ment examinations to reduce the number 
of so-called “industrial backs.” 

The complete evaluation of the func- 
tional ability of the workman’s low back 
must be the result of a combined effort. 
This complete study not only consists of 
clinical, physical, and radiological find- 
ings but also an intimate knowledge of 
the work load that the potential em- 
ployeee’s back will be exposed to. The 
examining team must look upon this ex- 
amination as a preplacement rather than 
a pre-employment examination. The em- 
ployer as well as the employees look to 
the examiner for counseling in selecting 
the right man for the specific job. 


Method of Study 


The workmen chosen for this study 
fall into two groups. The first group is 
a five year selected control group of em- 
ployees who were subjected to complete 
preplacement examinations including pre- 
employment x-ray studies of the lumbar 
spine from the years 1953 through 1958. 
This control group of preplacement ex- 
aminations consists of 1927 cases exam- 
ined. The average age for this group was 
29.2 years. During this same five year 
period of time only 7 workmen suffered 
nontraumatic back injuries. 
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The second group is a nonselected group 
of nontraumatic back injuries in employ- 
ees working under the same conditions 
at the same time. 


This latter group did not receive pre- 
employment lumbar spine x-rays. This 
nontraumatic injury group consists of 254 
men of which 235 were white and 19 were 
negro. Their age groups at time of in- 
jury are presented in Figure 1. 





























AGE 


Figure 1. Graph showing ages of workers at 
onset of non-traumatic back injury. 


Traumatic injuries were eliminated 
from this study. 

Nontraumatic injuries consist of mus- 
cle or ligament strain and/or disc in- 
juries. These injuries were acquired with- 
out extrinsic trauma. Most injuries were 
caused by, or were the result of, lifting 
or twisting in improper positions or by 
overloading an “unstable back” that was 
not fitted for the job. 


Preplacement X-Rayed Group 


Of the 1927 preplacement examinations 
424 (22 per cent) were rejected due to 
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the x-ray findings (Table 1). This rejec- 
tion rate may seem high but is in confor- 


mity with other large studies.':* Many 
TABLE 1 

REJECTS 424 (22%) ee 
Narrow Disc 229 
Spondylolisthesis 92 
Old Trauma 43 
Myelogram 16 
Surgery 8 
Arthritis, Severe 22 
Sacralization with Pseudarthritis 10 
Spondylolysis 4 


of the men that were rejected have found 
vocations more suitable to their physical 
stature.” The remaining 1503 workmen 
were placed in jobs suitable to their 
knowledge, experience, and physical status 
varying from minor work load jobs, such 
as clerical, to major work load jobs, such 
as riggers and boilermakers. The majori- 
ty of these men were employed in the 
major work load group. 

Only 7 men of the remaining 1503 pre- 
placement x-rayed group acquired non- 
traumatic back strain. These injuries re- 
sulted in no work loss and no disability 
except for a 42 year old pipefitter who 
was disabled for three months without 
work loss. All of these 7 men had normal 
lumbar spine x-rays on employment and 
after injury. 


Non-X-Rayed Group 

Of an average census of 3,395 workmen 
not receiving preplacement lumbar spine 
x-rays, 254 nontraumatic back injuries oc- 
curred during the same five year period. 
This represents a statistical incidence on 
the average of 1.3 nontraumatic injuries 
per 100 employed. The average work 
loss per injury was 17 days per man 
with 41.37 days disability. Projecting 
these figures yields a frequency of 127.3 
days lost per 100 employees and 306.7 
days disability per 100 employees. Con- 
sidering the average nontraumatic back 
injury cost the employers $2,000 per case 
(medical and nonmedical cost total), it 
is easy to see the importance of careful 
selection of the job candidate.*.° This 
cost does not include the salaries of men 
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employed to replace the “loss time” work- 
er and it is impossible to evaluate the 
financial loss during the disability period 
after he returns to work 

Postinjury x-rays of these 254 men re- 
vealed approximately the same number 
of congenital and degenerative abnormali- 
ties as in the control x-ray group. (Table 
2) 

TABLE 2 


THE PREPLACEMENT X-RAY RESULTS 
__(1927_ CASES) _ 


Finding Number Percent 





Normal Spine 605 31.4 
Spondylolisthesis 92 4.7 
Spondylolysis 33 Re 
Sacralization 147 7.6 
Old Trauma 62 3.2 
Myelogram 16 0.8 
Surgery 8 0.4 
Arthritic Lipping 204 10.6 
Mild to Moderate 82 4.3 
Severe 22 Fe 
Interspace Narrowing 
L5-S1 None 763 39.5 
25-50% 700 36.3 
50-75 % 93 4.7 
75-100 % 187 9.7 
With other causes 184 9.7 
Other spaces 42 2.1 
Scoliosis 85 4.4 
Other Congenital Anomalies 494 25.6 





Had these injured employees been 
screened similarly to the control group, we 
now know that 56 men (22 per cent) would 
not have been employed and many of the 
remaining men would have been placed 
in different jobs. The 56 men who would 
have been rejected on the basis of lumbar 
spine x-rays, accounted for 952 days work 
loss and 2,317 days disability and approx- 
imately $112,000 total cost. This use of 
the preplacement x-ray examination would 
have saved the employers and the employ- 
ees a great deal of grief as well as finan- 
cial loss—both parties lose in any injury. 


The Examination 

A complete preplacement examination 
is not unlike the complete examination of 
any patient except for the routine utili- 
zation of lumbosacral x-rays as an ad- 
junct in evaluating the workman’s mus- 
culoskeletal functional ability for the spe- 
cific job. It is imperative that the exam- 
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ining physician and the radiologist have 
an intimate knowledge of the work load 
each employee will be subjected to. For 
instance, in our opinion it is a perfectly 
acceptable procedure to employ a man 
with second degree spondylolisthesis as 
a draftsman or accountant, whereas it 
would be utter folly to have the same man 
employed as a boilermaker or an iron 
worker or even a T.V. wrestler. 


X-Rays 

Proper examination of the back by 
x-ray is as important as any other part 
of the preplacement examination. Ex- 
treme care must be taken in proper cen- 
tering of the films and positioning of 
the patient so as not to render mislead- 
ing information such as false narrowing 
of the intervertebral spaces, scoliosis, pel- 
vic tilt, etc.® * 

The results of the roentgenographic ex- 
amination of the lumbosacral spine in the 
1927 control cases yielded results similar 
to other large series.':*»* (Table 2) it 
should be of interest to note that the ex- 
pected narrowing of the lumbosacral in- 
terspace in complete sacralization is not 
considered abnormal. Approximately 40 
per cent of the examinations revealed one 
or more congenital abnormalities.” 

In general the 22 per cent of rejections 
based on the x-ray findings were due to: 

1. Degenerative disc narrowing of 75 

per cent or more. 

2. Spondylolisthesis. 

3. Hypertrophic changes greater than 

5 mm. 

4. Evidence of old trauma, myelogram, 

or previous surgery. 

5. Sacralization only where arthritic 
changes are present in the false 
joint. 

6. Positive evidence of defect in the 

isthmus without slipping (spondy- 

lolysis). 

. Miscellaneous, such as tumors, etc. 

The above rejection rate is less severe !: 

when compared to Runge’s criteria which, 

in addition, indicates that any hypertro- 
phic change and all defects involving the 
lumbosacral joints are rejectable. We 
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feel that the extremely low nontraumatic 
rate in the control group justifies our 
more liberal classification. 

Comment 

Two groups of prospective employees 
are of unusual interest. Sixty former 
paratroopers were examined and hired. 
These men had a total jump rate ranging 
from 7 to 177 jumps. Fifty-nine men had 
completely normal lumbar spine x-rays. 
One paratrooper showed moderate (ap- 
proximately 50 per cent) narrowing of 
the lumbosacral interspace which was 
considered within normal limits. 

The second group are classified as 
“liars”. This was represented by a small 
group of men who denied previous back 
disabilities, injuries, or surgery, which 
on x-ray studies showed evidence of old 
fractures, previous myelograms, and pre- 
vious surgery. Some of these men were 
engaged in litigation with other industrial 
companies at the same time they were 
presenting themselves for employment ex- 
amination and still they denied any pre- 
vious accident, injury, or surgery. 

The value of preplacement lumbar spine 
roentgen examination is well established.'” 
The examination cannot be ‘expected to 
eliminate all complaints of low back pain 
from the employee population, and cannot 
be expected to eliminate the future po- 
tential disc syndrome. On the other hand, 
it is not designed to bar a person from 
employment. The monetary significance 
of our observations is considerable and 
the fact that there has been no work loss 
in the control group is gratifying to the 
employer, the employees, and the exam- 
ining team. The value of preplacement 
examination appeared to be in direct pro- 
portion to the thoroughness of the exam- 
ination, the interest of the examining 
team, and their knowledge of the job 
involved. 

Summary 
1. The preplacement examination in- 
cluding roentgenographic examina- 
tion of the lumbosacral spine has 
been shown to greatly reduce the 
number of nontraumatic back in- 
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juries, simply by reducing the po- 
tential. 
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roentgen findings in symptomatic and asymptomatic 
backs, Radiology 68:572 (April) 1957. 

10. Moreton, R. D., Winston, J. R., and Bibby, D. E.: 
Value of preplacement examination of the lumbar spine, 
Radiology 70:661 (May) 1958. 


The Epidemic of 1847 


or a Brief Account of the Yellow Fever that Prevailed at New Orleans, ete. 
Collected and published by E. D. Fenner, M. D. of New Orleans. 

Sanatory condition of the City.—The city was, perhaps, never in a more filthy 
condition than it was throughout this year. Notwithstanding the admonitions of the 
Board of Health and the remarks on the condition of the streets offered by the edi- 
tors of this Journal and the newspaper press, from time to time, our city authorities 
took no precautions against sickness. Even the customary very imperfect measures 
for cleaning the streets were more neglected than usual. New Orleans is notoriously 
a dirty place, but in 1847, it may be said to have luxuriated in filth. In the month 
of April, the river rose very high, and for a week or two poured through the cross 
streets into the swamp in the rear of the city. At the highest stage of the water, a 
crevasse occured opposite the city in the little town of Algiers. A vast quantity of 
water escaped in that direction before the crevasse was repaired. After this, stag- 
nant water remained upon the Bingaman race track until it disappeared by evapora- 
tion. Nothing more need be said about the hygienic condition of the city, as it was 
about as bad as it could be. 


New Orleans M. & S. J. 5:197 (September) 1848. 
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Editorial 


Relations of Physicians and Osteopaths 


The relations between physicians who existed at that time. These tenets have 





are doctors of medicine, and osteopaths, 
in the last quarter of a century have un- 
dergone a series of changes. The matter 
has become of importance to the state 
associations and nationally. 

The doctrines formerly held by those 
who practice osteopathy ‘were such that 
the application of the Principles of Medi- 
cal Ethics of the American Medical Asso- 
ciation excluded voluntary professional 
association with osteopaths. The Princi- 
ples of Medical Ethics, since 1847, have 
in substance expressed the concept that 
it is unethical for doctors of medicine, 
members of the American Medical Asso- 
ciation, to associate voluntarily profes- 
sionally with one who in his practice 
follows a system of healing ‘based on the 
authority of its promulgator to the ex- 
clusion of demonstration and _ scientific 
experience.” 

Osteopathy was founded in 1894. The 
doctrines were those of Andrew T. Still, 
and were put forward in opposition to 
the standard of medical practice as it 
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not been proved by scientific demonstra- 
tion and experience. Since 1936, a tran- 
sition period has existed, in’ which the 
curricula and training of osteopathic col- 
leges were modeled after those of the 
medical schools. Teaching institutions 
were identified as medical schools con- 
ducted under osteopathic auspices. The 
number of osteopaths has increased, and 
presently, there are in excess of twelve 
thousand two hundred licensed osteo- 
paths. Nine thousand two hundred and 
seventy-four of these are licensed to prac- 
tice or do practice a system of healing 
without limitation. Osteopaths are not 
licensed to practice an unrestricted sys- 
tem of healing in Alabama, Arkansas, 
Georgia, Idaho, Louisiana, Maryland, 
Minnesota, Mississippi, Montana, North 
Carolina, North Dakota, and South Caro- 
lina. There is no provision in Alaska. 
Under federal regulations, osteopaths 
have almost identical status with doctors 
of medicine. There are six colleges of 
osteopathy. The report following inspec- 
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tion of five of these was presented four 
years ago, which in effect stated that the 
teaching in these schools is of a quality 
and quantity less than what is considered 
minimal for an approved medical school. 

In 1955, the House of Delegates of the 
American Medical Association rejected a 
resolution, which would have permitted 
members of the association to teach in 
osteopathic schools. The debate which 
preceded this decision was spirited and 
the action of the House was materially 
influenced by the observation that the 
constitution of the American Osteopathic 
Association adhered to the tenets of An- 
drew T. Still and that those who were 
upholding this doctrine were unquestion- 
ably practicing medical cultism. 

In July 1958, the American Osteopathic 
Association changed the “objects” article 
of its constitution, which now reads: 

“The objects of this Association shall 
be to promote the public health, to in- 
corporate scientific research, and to main- 
tain and improve high standards of medi- 
cal education in osteopathic colleges.” 

Following this, in response to resolu- 
tions presented from various state socie- 
ties, the House of Delegates of the Ameri- 
can Medical Association, in December 
1958, requested the Judicial Council of 
the American Medical Association to re- 
view the past pronouncements of the 
House of Delegates, and the laws of the 
several states in regard to osteopathy. 
The Judicial Council in its report to the 
House of Delegates, in June 1959, took 
the position that some osteopaths who 
adhered to the tenets of the founder were 
cultists, and that those who were licensed 
lawfully to practice without limitation 
and who subscribed to those scientific 
principles which guide the members of 
the American Medical Association were 
not cultists. The report from the Judicial 
Council recommended that the House ac- 
knowledged the propriety of voluntary 
professional association between doctors 
of medicine and practitioners of osteo- 
pathic medicine in the latter group. 


In the hearing before the Reference 


Committee and in the debate upon the 
floor of the House of Delegates it be- 
came apparent that in those states in 
which osteopaths are licensed to practice 
or do practice a system of healing without 
limitation, and where they are most nu- 
merous, many physicians who were doc- 
tors of medicine were desirous of pro- 
moting voluntary professional associa- 
ation with osteopaths. Correpondingly, in 
those states in which osteopaths were few 
in number and were limited in their li- 
cense, the view was held that such volun- 
tary professional association should not 
be regarded as ethical. The concept be- 
hind the decision seemed to be that such 
associations would represent a lowering 
of educational standards which would be 
undesirable. 

In the course of the debate amendments 
were made, and the following modified 
report was adopted: 

“(A) All voluntary professional asso- 
ciations between doctors of medicine and 
those who practice a system of healing 
not based on scientific principles are un- 
ethical. 

“(B) Enactment of medical practice 
acts, requiring all who practice as physi- 
cians and surgeons to meet the same 
qualifications, take the same examina- 
tions and graduate from schools approved 
by the same agency should be encouraged 
by the constituent associations. 


“(C) That it shall not be considered 
contrary to the Principles of Medical Eth- 
ics for doctors of medicine to teach stu- 
dents in an osteopathic college which is 
in the process of being converted into an 
approved medical school under the super- 
vision of the AMA Council on Medical 
Education and Hospitals. 

“(D) A Liaison Committee be appoint- 
ed by the Board of Trustees of the Ameri- 
can Medical Association to meet with 
representatives of the American Osteo- 
pathic Association, if mutually agreeable, 
to consider problems of common concern 
including inter-professional relationships 
on a national level.” 
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This action by the House of Delegates 
clarifies the position of organized medi- 
cine. At the same time, it would make 
possible improved teaching in osteopathic 
schools, and ultimately, and presumably 
when standards of education are adequate, 


ORGANIZATION SECTION 


may lead to some adjustment of the prob- 
lems of common concern. The House of 
Delegates of the American Medical Asso- 
ciation again took action which supports 
its own ethical principles and the best 
interests of American medicine. 





The Executive Committee dedicates this section to the members of the Louisiana State 
Medical Society, feeling that a proper discussion of salient issues will contribute to the 
understanding and fortification of our Society. 


An informed profession should be a wise one. 


REPORT ON ACTIONS OF THE A.M.A. 
HOUSE OF DELEGATES 


The following is a summary of a few of the 
many important subjects acted upon by the 
House of Delegates of the American Medical 
Association at its 108th annual meeting, June 
8-12, 1959, at Atlantic City: 

The report of the A.M.A. Commission on 
Medical Care Plans, relations between medicine 
and osteopathy, the report of the Committee on 
Preparation for General Practice and the issue 
of compulsory Social Security coverage for self- 
employed physicians were among the major sub- 
jects which brought important policy actions by 
the House of Delegates. 

Another highlight of the meeting was the 
appearance of President Dwight D. Eisenhower, 
who addressed an over-flow audience of more 
than 5,000 at the Tuesday night inauguration 
of Dr. Louis M. Orr of Orlando Florida, as the 
113th president of the A.M.A. It marked the 
first time that a President of the United States 
has addressed an A.M.A. annual or clinical meet- 
ing. 

Dr. E. Vincent Askey of Los Angeles, speaker 
of the House of Delegates since 1955, was named 
president-elect for the coming year. Dr. Askey 
will succeed Dr. Orr as president at the asso- 
ciation’s annual meeting in June, 1960, in Miami 
Beach. 

The 1959 Distinguished Service Award of the 
American Medical Association was voted to Dr. 
Michael E. DeBakey of Houston, Texas, chair- 
man of the department of surgery at Baylor 
University College of Medicine, for his out- 
standing contributions in the field of cardio- 
vascular surgery. Dr. DeBakey received the 
award at the Tuesday night inaugural ceremony. 

Total registration through Thursday, with half 
a day of the meeting still remaining, had reached 
28,225, including 12,921 physicians. 


JULY, 1959—Vol. 111, No. 7 


Eisenhower Address 

President Eisenhower, speaking at the in- 
augural ceremony in the ballroom of Conven- 
tion Hall, warned that inflation posed the great- 
est danger to the traditional, free enterprise 
practice of medicine. The cost of inflation, he 
said, “is not paid in dollars alone but in increas- 
ingly stagnated progress, lost opportunities, and* 
eventually, if unchecked, in lost freedoms for 
the doctor and the patient.’”’” Mr. Eisenhower 
also expressed gratification at learning of A.M.A. 
leadership in the program to meet the health 
care needs of the aged. 


Commission on Medical Case Plans 


The House of Delegates received Part I of 
the report on the Commission on Medical Care 
Plans as information only and then acted upon 
the Commission recommendations item by item. 
The House adopted 36 of the recommendations 
without change, but reworded three which re- 
late to miscellaneous and unclassified plans. The 
changed recommendations now read as follows: 

B-4. “In an effort to decrease, or at least to 
prevent increase, in the over-all cost of health 
care, study should be given to the removal of 
the requirement of hospital admission as the 
only condition under which payment of certain 
benefits will be made.” 

B-6. ‘‘Medical care plans should be encour- 
aged to increase their efforts to provide health 
education and information concerning the cover- 
age of their subscribers.” 

B-16. “The American Medical Association be- 
lieves that free choice of physician is the right 
of every individual and one which he should be 
free to exercise as he chooses. Each individual 
should be accorded the privilege to select and 
change his physician at will or to select his pre- 
ferred system of medical care and the Ameri- 
can Medical Association vigorously supports the 
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right of the individual to choose between these 
alternatives.” 

In connection with free choice of physician, 
the House also requested the Board of Trustees 
to transmit to all constituent medical associa- 
tions the “‘far-reaching significance” of Recom- 
mendation A-7, which says: 

“‘Free choice of physician’ is an important 
factor in the provision of good medical care. 
In order that the principle of ‘free choice of 
physician’ be maintained and be fully imple- 
mented, the medical profession should discharge 
more vigorously its self-imposed responsibility 
for assuring the competency of physicians’ ser- 
vices and their provision at a cost which people 
can afford.” 

The House also strongly endorsed Recommen- 
dation B-11, which declares that ‘‘Those who 
receive medical care benefits as a result of col- 
lective bargaining should have the widest pos- 
sible choice from medical care plans for the 
provision of such care.” 

Many of the Commission recommendations 
urged increased activity by state and county 
medical societies and the American Medical As- 
sociation in such fields as continuing study and 
liaison, closer attention to legal and legislative 
factors, and the development of guides for the 
relationship between the medical profession and 
the various types of third parties. To carry out 
three of the recommendations involving A.M.A. 
activities, the House also approved a seven-point 
program which it requested the Board of Trus- 
tees to transmit to the Division of Socio-Econom- 
ic Activities for immediate attention. 


Medicine and Osteopathy 

In considering a special report of the Judicial 
Council on the subject of osteopathy, the House 
adopted the following policy statement regard- 
ing interprofessional relations: 

“(A) All voluntary professional associations 
between doctors of medicine and those who 
practice a system of healing not based on sci- 
entific principles are unethical. 

“(B) Enactment of medical practice acts re- 
quiring all who practice as physicians and sur- 
geons to meet the same qualifications, take the 
same examinations and graduate from schools 
approved by the same agency should be encour- 
aged by the constituent associations. 

“(C) It shall not be considered contrary to 
the Principles of Medical Ethics for doctors of 
medicine to teach students in an osteopathic 
college which is in the process of being con- 
verted into an approved medical school under 
the supervision of the A.M.A. Council on Medical 
Education and Hospitals. 

“(D) A liaison committee be appointed by 
the Board of Trustees of the American Medical 
Association to meet with representatives of the 


American Osteopathic Association, if mutually 
agreeable, to consider problems of common con- 
cern including inter-professional relationships on 
a national level.’ 

In another action concerning osteopathy, the 
House recommended that the American Medical 
Association representatives on the Joint Com- 
mission of Accreditation of Hospitals suggest to 
the Joint Commission that they inspect upon 
request and consider for accreditation without 
prejudice those hospitals required by law to 
admit osteopathic physicians to their staff. 


Preparation for General Practice 


The House approved and commended the final 
report of the Committee on Preparation for Gen- 
eral Practice, which proposes a new two-year 
internship program for medical school graduates 
planning to become family physicians. To avoid 
unnecessary confusion, the House deleted only 
one sentence which read: “Indeed, the commit- 
tee believes that the one year internship actu- 
ally encourages inadequate preparation for gen- 
eral practice.’””’ The Committee on Preparation 
for General Practice included representatives 
from the A.M.A. Council on Medical Education 
and Hospitals, the American Academy of Gener- 
al Practice and the Association of American 
Medical Colleges. 

The suggested program would include a basic 
minimum of 18 months hospital training in the 
diagnostic, therapeutic, psychiatric, preventive 
and rehabilitative aspects of medicine and pedi- 
atrics in a very broad sense, including care of 
the newborn. A physician then could elect to 
spend the remaining six months for additional 
training in other segments of the program. The 
committee stated, however, that participants who 
plan to practice obstetrics would be expected to 
spend at least four months of the elective period 
in obstetrical training. 

The report declared that “the graduate pro- 
gram of two years in preparation for family 
practice should be planned and implemented as 
a unified whole” with a maximum continuity of 
assignment in specific services. The program 
also calls for adequate experience in outpatient 
care and emergency room service. 


Social Security 

In considering five resolutions on the subject 
of compulsory Social Security coverage for self- 
employed physicians, the House disapproved of 
four and adopted one reaffirming its opposition 
to the compulsory inclusion of physicians. In so 
doing, the delegates expressed concern over the 
possible effects that a change of policy might 
have on the Association’s entire legislative pro- 
gram, particularly with respect to the Forand 
Bill. 

The House also recognized “the apparent 
growing demand by physicians for economic se- 
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curity”’ and requested the Board of Trustees to 
investigate the possibilities of developing group 
insurance and retirement plans which could be 
made available to Association members. It ac- 
cepted a reference committee suggestion “that 
the American Medical Association continue and 
expand its educational program to inform its 
members of the economic, social and moral ad- 
vantages of economic security obtained within 
the framework of our free enterprise system 
rather than through the mechanisms of govern- 
mental Social Security.” 


Miscellaneous Actions 

In dealing with a wide variety of other sub- 
jects, the House also: Urged all physicians to 
participate more fully in community activities 
and socio-economic matters in their own commu- 
nities but agreed that no change should be made 
at this time in Article II of the Constitution, 
which states Association objectives; 

Approved in principle the aims and objectives 
of the President’s Council on Youth Fitness and 
the Citizens Advisory Committee on the Fitness 
of American Youth; 

Accepted a Board of Trustees recommenda- 
tion that the 1962 Annual Meeting be held in 
Chicago; 

Expressed heartfelt thanks to the Committee 
on Amphetamines and Athletes, which has com- 
pleted its assignment; 

Requested the Board of Trustees to study 
the problems and possibilities of establishing an 
A.M.A.—sponsored medical scholarship and/or 
loan program; 

Approved the inclusion of Today’s Health as 
a benefit of dues-paying membership and urged 
members to make it available to their patients; 


Recommended that state medical societies, 
where advisable, initiate legislative efforts to 
eliminate cancer quackery; 

Received a progress report indicating ‘‘phe- 
nomenal progress” in the field of health insur- 
ance coverage for the aged since the Minneapo- 
lis meeting last December; 


Gave a rising vote of thanks to Dr. Joseph D. 
McCarthy, who finished his term as chairman 
of the Council on Medical Service; 

Reaffirmed its full support of the Education- 
al Council for Foreign Medical Graduates; 

Endorsed the purposes outlined in the initial 
report of the Medical Disciplinary Committee; 

Urged every A.M.A. member to give a sub- 
stantial gift to the medical schools through the 
American Medical Education Foundation; and 

Expressed appreciation for the outstanding 
disaster medicine program presented by the 
United States Army Medical Service on June 6, 
1959, in Atlantic City. 


JULY, 1959—Vol. 111, No. 7 


Opening Session 

At the Monday opening session Dr. Gunnar 
Gundersen of La Crosse, Wis., retiring A.M.A. 
president, stressed the personal responsibility 
of every physician to keep abreast of medical 
advancements and to deliver “1959 medicine.” 
Dr. Orr, then president-elect, called for con- 
certed effort and medical leadership in four 
areas—the costs of medical care, recruitment of 
dedicated medical students, basic research and 
health care of the aged. Dr. Carl V. Moore, 
Busch professor of medicine at Washington Uni- 
versity, St. Louis, was presented with the eighth 
Goldberger Award in clinical nutrition. Smith, 
Kline and French Laboratories of Philadelphia 
received a special A.M.A. award for its sponsor- 
ship of color medical television over the past 
ten years. 


Inaugural Ceremony 

Dr. Orr, in his Tuesday night inaugural ad- 
dress, affirmed his belief in the basic principles 
of medicine, democracy and faith under which 
America’s physicians live. He pointed out that 
freedom must be continually fought for by men 
and women who are willing to stand up and be 
counted. Dr. Leonard Larson of Bismarck, N. D., 
A.M.A. Board Chairman, administered the oath_ 
of office to Dr. Orr, and the latter presented 
the Distinguished Service Award to Dr. DeBakey. 
The Fort Dix Band Chorus presented the mu- 
sical program. 


Election of Officers 

In addition to Dr. Askey, the new president- 
elect, the following officers were selected at the 
Thursday session; 

Vice president, Dr. James Stanley Kenney 
of New York City; speaker of the House of 
Delegates, Dr. Norman A. Welch of Boston, and 
vice speaker, Dr. Milford O. Rouse of Dallas, 
Tex. 

Dr. R. B. Robins of Camden, Ark., and Dr. 
Hugh H. Hussey Jr. of Washington, D. C., were 
re-elected for five year terms on the Board of 
Trustees. Also elected to the Board, for the 
first time, was Dr. Percy E. Hopkins of Chicago. 

Dr. J. M. Hutcheson of Richmond, Va., was 
re-elected to the Judicial Council. Re-elected 
to the Council on Medical Education and Hospi- 
tals were Dr. Charles T. Stone, Sr. of Galveston, 
Tex., and Dr. W. Andrew Bunten of Cheyenne, 
Wyo. 

Dr. Willard Wright of Williston, N. D., was 
elected, and Dr. J. Lafe Ludwig of Los Angeles 
was re-elected to the Council on Medical Service. 
Dr. William Hyland of Grand Rapids, Mich., was 
re-elected to the Council on Constitution and 
Bylaws. 

F, J. L. Blasingame, M. D. 
Executive Vice President 
American Medical Association 
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CALENDAR 


PARISH AND DISTRICT MEDICAL SOCIETY MEETINGS 





Society Date Place 
Ascension Third Tuesday of every month 
Calcasieu Fourth Tuesday every other month Lake Charles 
East Baton Rouge Second Tuesday of every month Baton Rouge 
Lafayette Second Tuesday of every month Lafayette 
Morehouse Third Tuesday of every month Bastrop 
Natchitoches Second Tuesday of every month 
Orleans Second Monday of every month New Orleans 
Ouachita First Thursday of every month Monroe 
Rapides First Monday of every month Alexandria 
Sabine First Wednesday of every month 
Tangipahoa Second and fourth Thursdays of 
¥ every month Independence 
Second District Third Thursday of every month 
Shreveport First Tuesday of every month Shreveport 
Vernon First Thursday of every month 


NEW OFFICERS — THE NEW ORLEANS 
GRADUATE MEDICAL ASSEMBLY 


The twenty-third annual meeting of The New 
Orleans Graduate Medical Assembly will be held 
March 7-10, 1960, headquarters at The Roosevelt 
Hotel. 

The following officers and members of the 
Executive Committee have been elected for this 
year: 

Dr. Ambrose H. Storck, President 

Dr. M. E. St. Martin, President-elect 

Dr. Barrett Kennedy, First Vice-president 

Dr. Ralph M. Hartwell, Second Vice-president 

Dr. Warren H. Hebert, Third Vice-president 

Dr. Mannie D. Paine, Jr., Secretary 

Dr. Boni J. DeLaureal, Treasurer 

Dr. H. Reichard Kahle, Director of Program 

Dr. W. E. Kittredge, Assistant Director of 

Program 
Dr. Joseph W. Wells, Assistant Director of 
Program 

Members of the Executive Committee include 
Doctors J. O. Weilbaecher, Jr. (retiring Presi- 
dent), J. Theo Brierre, Max M. Hattaway, Lee 
D. McLean, and John G. Menville. 


UROLOGY AWARD 

The American Urological Association offers 
an annual award of $1000 (first prize of $500, 
second prize $500 and third prize $200) for 
essays on the result of some clinical or laboratory 
research in Urology. Competition is limited to 
Urologists who have been graduated not more 
than ten years, and to hospital internes and resi- 
dents doing research work in Urology. 

The first prize essay will appear on the pro- 
gram of the forthcoming meeting of the Ameri- 
ean Urological Association, to be held at the 
Palmer House, Chicago, Illinois, May 16-19, 1960. 

For full particulars write the Executive Sec- 
retary, William P. Didusch, 1120 North Charles 


Street, Baltimore, Maryland. Essays must be in 
his hands before December 1, 1959. 


DOCTORS REPORT ON NEW SAFE METHOD 
TO REMOVE DANGEROUS EAR WAX 


Impacted ear wax which occurs in 18 percent 
of the male population can have far reaching 
and serious consequences despite the fact that 
it is usually considered more of a nuisance than 
a severe medical problem. 

The superior effectiveness of a new drug, 
Cerumenex, and the easy, safe, immediate and 
dramatic removal of ear wax was described in 
a report* based on a study of 70 patients suf- 
fering from varying degrees of impacted ear wax 
by Drs. Meyer Berger and Harry S. Bikoff, of 
the Jewish Hospital of Brooklyn, New York. 

Of 47 pediatric and 23 adult patients treated 
with the drug, excellent results were obtained in 
80 percent, fair results in 17.1 percent and poor 
results in 2.9 percent. Their findings showed 
that when all the wax was removed and the 
ear canal was left clean with tympanic membrane 
clearly visible, the result was considered excel- 
lent. When most of the wax was removed and 
the tympanic membrane could be examined, but 
some wax still clung to the surface of the canal, 
the result wos considered fair. When the wax 
was not removed at all or only an insignificant 
amount was removed, the result was considered 
poor. 

The patients (ranging in age from 3 to 72 
years) selected for this study had unusual 
amounts of ear wax with concomitant complaints 
of impaired hearing, fullness of the ear, ear itch- 
ing and dizziness. 

In commenting on the study, the physicians 
said “patient acceptance of Cerumenex was ex- 
* New York State Journal of Medicine, 

Vol. 59, No. 9, May, 1959 
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cellent. In many cases ear wax was a recurring 
problem, and wax removal was regarded with 
apprehension. The simplicity of this method, 
the lack of instrumentation, and the time saved 
were factors appreciated by both physician and 
patient.” 

One of the most troublesome aspects of ear 
wax, they pointed out, “is the inordinate length 
of time the usual methods require. Ear wax can 
often be removed only after repeated syringing 
with persistent high pressure. There are in- 
herent dangers in this procedure, as well as the 
possibility of severe pain.” 

From this study the researchers conclude 
“that the unusually high percentage of efficacy 
shown by Cerumenex and the ease of adminis- 
tration, as well as the total lack of adverse 
reactions, warrant its use in all cases of excessive 
and impacted ear wax.” 


CANCER RESEARCH GRANT 


Award of a Grant creating another American 
Cancer Society professorship in cancer research 
was announced recently by Dr. Ambrose H. 
Storck, Regional Chairman from Louisiana, 
American Cancer Society, and Louisiana Divi- 
sion Board member. The Grant was made to 
Tulane University School of Medicine, to sup- 
port the life-time cancer research of Dr. Emman- 
uel Farber, 40 year old Tulane University path- 
ologist and biochemist. 

Dr. Farber will attempt to combine two sepa- 
rate fields of study—Pathology and Biochemis- 
try—into one by finding a biochemical basis for 
physical changes in cells. His effort to combine 
the two scientific disciplines is pioneer work. 
Dr. Farber has been working in the field of 
Pathology and Biochemistry since 1947 when he 
received an American Cancer Society Research 
Fellowship at the University of California. Later 
he received a Society Research Fellowship at 
Hektoen Institute for Medical research in Chi- 
cago. From 1951 to 1955, he was an American 
Cancer Society scholar in research at Tulane. 

Dr. Farber’s is the seventh life-time cancer 
research professorship established by the Society. 
Similar grants have been made to Roswell Park 
Memorial Institute, Buffalo, N. Y.; Vanderbilt 
University School of Medicine, Nashville, Tenn.; 
Harvard University, Cambridge, Mass.; Univer- 
sity of Chicago, Chicago, Ill.; University of Wis- 
consin, Madison, Wisc.; and the University of 
Pennsylvania, Philadelphia, Penn. 

Dr. Storck explained that in creating Dr. Far- 
ber’s research professorship, the Society estab- 
lished a $100,000 trust fund as a guarantee and 
will pay the scientist’s annual salary out of funds 
raised each year until the trust and accrued in- 
terest are sufficient to pay the remaining years 
of the Grant. 

In the event Cancer is brought under control 
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and the Society disbands, the $100,000 trust 
fund goes to the institution for continued medi- 
cal research. If for some reason, Dr. Farber is 
unable to carry on his research work, the trust 
fund reverts to the Society. 

Under terms of the Grant to Tulane University 
for Dr. Farber’s research, the Society, in collab- 
oration with the institution, creates an addi- 
tional faculty level research position. The period 
of the grant runs until the age of retirement of 
Dr. Farber on June 30, 1984. The Society 
pledges to pay over these years a total of 
$328,000 for Dr. Farber’s support. 


TULANE SURGEONS WIN HEKTOEN MEDAL 

The Hektoen Gold Medal of the American 
Medical Association has been awarded to a 
team of surgeons from Tulane school of Medi- 
cine for the best scientific exhibit at the 108th 
annual meeting of the AMA in Atlantic City, 
New Jersey. The exhibit was on the perfusion 
treatment for cancer, a technique developed at 
Tulane, and won out over 387 other scientific 
exhibits. The award was presented to Dr. Oscar 
Creech, Jr., professor of surgery and chairman 
of the department. Dr. Edward T. Krementz, 
associate professor of surgery, Dr. Keith Reem- 
tsma, assistant professor of surgery, Dr. Robert 
F. Ryan, assistant professor of surgery and Dr. 
James Winblad, instructor in surgery. Perfu- 
sion consists in circulating chemotherapeutic 
agents through an isolated organ or limb by 
means of an extracorporeal circuit. 


DIABETES ASSOCIATION OF LOUISIANA 

On May 5, 1959, at a meeting of the Diabetes 
Association of Louisiana, new officers were 
elected for the coming year. 

Dr. Frank Pickell of Baton Rouge was elected 
president; Dr. Daniel W. Hayes, vice-president; 
Dr. A. A. Herold, Sr., treasurer; and Dr. A. A. 
Herold, Jr., secretary. Dr. Herold, Sr. has been 
president of the Association since its founding 
in 1950. 

Plans for the coming year include tentative 
plans for a meeting in November, to be held 
in Baton Rouge and to which physicians from 
all over the state will be invited. This meeting 
will feature a scientific program probably com- 
posed of a panel discussion, with other scien- 
tific papers on the various aspects of diabetes, 
particularly the oral agents in treatment. 

Applications for membership in this Associa- 
tion may be obtained by writing Dr. A. A. 
Herold, Jr., Shreveport. 


INTERNATIONAL COLLEGE OF SURGEONS 
TO MEET 

The Mid-Atlantic Meeting of the International 

College of Surgeons will be held at the Home- 

stead Hotel, Hot Springs, Virginia on November 
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16, 17 and 18th. The profession is cordially in- 
vited to attend. 





SCHOLARSHIP AWARDED BY ALLERGY 
FOUNDATION OF AMERICA 


Mr. Oney C. Raines of New Orleans, now 
in his third year at Tulane University School 
of Medicine has been awarded a $500 scholar- 
ship for research and clinical training this 
summer in the field of the allergic diseases 
by the Allergy Foundation of America. 

Mr. Raines intends to study the skin mani- 
festations of allergic sensitivity to aminopyrene, 
a drug commonly used as a substitute for as- 
‘pirin. Allergic reactions to aminopyrene are 
seen fairly frequently at the Charity Hospital 
in New Orleans. Mr. Raines will study indi- 
viduals who have suffered an allergic reaction 
of the skin to aminopyrene by means of patch 
tests and will then examine small biopsies of 
the skin to see what changes actually take place. 
He will carry out this work under the direction 
of Dr. Vincent J. Derbes, Professor of Medicine 
at Tulane University School of Medicine and 
Director of the Division of Allergy and Derma- 
tology there. 





AMERICAN ACADEMY OF PEDIATRICS 
LOUISIANA CHAPTER 


The Louisiana Chapter of the American Acad- 
emy of Pediatrics will present a Fall scientific 
session under the sponsorship of Lederle Labora- 
tories. The Baton Rouge Pediatric Society will 
act as host. The meeting will be held Friday, 
September 18, 1959, at the Capitol House, Baton 
Rouge. The theme of the seminar will be 
MALIGNANCIES IN CHILDHOOD and will in- 
clude the following subjects and speakers: 

1) “Common Childhood Tumors’ — Dr. 
James Arey, Pathologist, St. Christopher’s 
Hospital, Temple University, Philadelphia, Pa. 

2) “Malignancies of the Endocrine System” 
—Dr. Robert Greenblatt, Professor of Endo- 
crinology, Medical College of Georgia 

3) “Abdominal Masses in Children’’—Dr. 
H. William Clatworthy, Jr., Head, Division of 
Pediatric Surgery, Ohio State University 

4) “Radiologic Diagnoses of Childhood Mal- 
ignancies’”—Dr. Frederic Silverman, Depart- 
ment of Radiology, Childrer’s Hospital, Cin- 
cinnati, Ohio 

5) “Advances in Treatment of Blood Dys- 
crasias’’ — Dr. Wolf Zuelzer, Director Child 
Research Center, Michigan 

6) “Chemotherapy of Malignancies’? — Dr. 
John Haller, Head, National Cancer Institute, 
Bethesda, Md. 

In addition, there will be two round tables 
with Dr. James King, St. Louis University, as 
moderator. At the noon banquet, Dr. John 
Young, Clinical Professor of Pediatrics, South- 


ern University, will speak on “Emotional Prob- 
lems of Parents and Children.” 

There will be other week-end activities in 
Baton Rouge on Saturday, September 19, 1959: 

1) Breakfast meeting of the Louisiana 

Chapter of the American Academy of Pedi- 

atrics. 

2) Sixth District Medical Society meeting, 

Saturday morning with the following program: 

“The Acute Abdomen in Infants and Chil- 
dren”—Dr. H. Clatworthy 
“Gonadal Dysgenesis” — Dr. Robert Green- 
blatt 
“Unrecognized Skeletal Trauma in Infants 
and Children’’—Dr. F. Silverman 
3) L. S. U.—Rice Football Game, Saturday 
afternoon 
There will be no registration fees for semi- 
nars. Wives invited. 

Individuals interested in attending are urged 
to make their own reservations since there will 
be no Housing Bureau. Those desiring football 
tickets should write directly to the Athletic De- 
partment, L. S. U. 

For additional information, write Dr. F. M. 
Harris, Jr., Secretary-Treasurer, 1401 N. Foster 
Dr., Baton Rouge 6, Louisiana. 





AMERICAN INSTITUTE OF ULTRASONICS 


The American Institute of Ultrasonics in 
Medicine will hold their Annual Meeting on 
September 2, 1959 at the Leamington Hotel, 
Minneapolis, Minnesota. The guest speaker at 
the Luncheon Meeting will be Russell Meyers, 
M. D., Professor of Surgery and Chairman, Divi- 
sion of Neurosurgery, State University of Iowa 
Hospitals and College of Medicine, who will dis- 
cuss “The Potentials of Ultrasonics in General 
Surgery and Surgical Specialties.” For any fur- 
ther information contact John H. Aldes, M. D., 
Secretary, 4833 Fountain Avenue, Los Angeles 
29, California. 





SOUTHEASTERN SURGICAL CONGRESS 
1959 PRIZE SCIENTIFIC PAPER AWARD 


The Southeastern Surgical Congress announces 
its Annual Prize Scientific Paper Award for 
1959. The best unpublished contribution on sur- 
gery or allied subjects will be awarded $100.00 
and expenses for the winner to attend its next 
annual meeting in New Orleans. The second 
place winner will receive $50.00 and third place 
winner will receive $25.00. 

The contest is open to residents in AMA ap- 
proved residences in the States of Alabama, Dis- 
trict of Columbia, Florida, Georgia, Kentucky, 
Louisiana, Maryland, Mississippi, North Carolina, 
South Carolina, Tennessee, Virginia and West 
Virginia. 

Three copies of the paper should be sent to 
the Councilor of the state in which the resident 
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is living before December 1, 1959. The Council- 
or’s name may be obtained by writing to the 
home office of the Southeastern Surgical Con- 
gress at 1032 Hurt Building, Atlanta 3, Georgia. 
The winner will present his paper before the 
Southeastern Surgical Congress Assembly in 
New Orleans, Louisiana, at the Roosevelt Hotel, 
March 21-24, 1960. The winner’s expenses will 
be borne by the Congress, and the prize of 
$100.00 cash will be awarded at this meeting. 


The Southeastern Surgical Congress reserves 
the right to submit the paper to the Editorial 
Board of its official publication, THE AMERI- 
CAN SURGEON, for publication. If the Editori- 
al Board rejects the paper, the author is then 
free to seek publication elsewhere. All manu- 
scripts must be typewritten in English in a form 
suitable for submission for publication. 


AMERICAN BOARD OF OBSTETRICS 
AND GYNECOLOGY 

Applications for certification (American Board 
of Obstetrics and Gynecology), new and re- 
opened, Part I, and requests for re-examination 
Part II are now being accepted. All candidates 
are urged to make such application at the earli- 
est possible date. Deadline date for receipt of 
applications is August 1, 1959. No applications 
can be accepted after that date. 


Candidates are requested to write to the 


office of Robert L. Faulkner, M. D., Secretary, 
2105 Adelbert Road, Cleveland 6, Ohio, for a 
current Bulletin if they have not done so in 
order that they might be well informed as 
to the present requirements. Application fee 
($35.00), photographs, and lists of hospital ad- 
missions must accompany all applications. 


FOURTH INTERNATIONAL GOITER 
CONFERENCE 
SUBMISSION OF ABSTRACTS 


The Fourth International Goiter Conference 
will be held on the Royal College of Surgeons, 
London, England, July 5-9, 1960. Abstracts of 
American papers to be considered for presenta- 
tion should be sent to J. E. Rall, M. D., National 
Institute of Arthritis and Metabolic Diseases, 
National Institutes of Health, Bethesda 14, Mary- 
land. Abstracts from all other countries are to 
be sent to Dr. Selwyn Taylor, 3 Roedean Cres- 
cent, Roehampton, London, S.W. 3, England. 

All American abstracts must be received by 
Dr. Rall by December 1, 1959. They should not 
exceed 400 words and should be submitted in 
quintuplicate. 

Presentation of papers will be limited to fif- 
teen minutes, and a copy of the final paper 
must be sent to the London Secretary two weeks 
prior to the meeting. 





In 1956, the American Medical Association 
passed a resolution, at its clinical meeting in 
Seattle, Washington, commending the objectives 
of the newly formed American Association of 
Medical Assistants and its component chapters. 
From a small beginning the AAMA has spread 
to twenty-three states with over seven thousand 
members. The associations in these states are 
organized under the supervision of the county 
and state medi:;:' societies, and each county and 
state organization is guided by doctor advisors 
appointed by the county and state medical soci- 
eties. 

The American Association of Medical Assis- 
tants renders educational services for the self 
improvement of members and the advancement of 
doctor-patient relations. The AAMA is striving 
for a standard national educational program 
which will eventually offer certification and reg- 
istration of assistants. 
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A central office with an Executive Secretary 
has been opened at 510 North Dearborn Street, 
Chicago 10, Illinois, in order to facilitate the 
operations and plans of AAMA, and provide 
closer means of communication with the State 
organizations and their component chapters, as 
well as to aid in the formation of new chapters. 

In Louisiana, efforts are being made to estab- 
lish chapters throughout the state and become 
affiliated with the AAMA. The New Orleans 
Medical Assistants Association was formed in 
September 1958, and the medical assistants of 
East Baton Rouge Parish began to set up a 
chapter in May 1959. 

For further information contact Miss Thelma 
Greene, Membership Chairman, AAMA, 1009 
Bennie Dillon Bldg., Nashville 3, Tenn., or Miss 
Margaret L. Marks, c/o Dr. Philip H. Jones, 
4500 Magnolia Street, New Orleans 15, La. 
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BOOK REVIEWS. 


Manual of Pharmacology and its Applications to 
Therapeutics. and Toxicology; by Torald Soll- 
mann, M.D., 8th edition, Philadelphia, Pa., 
W. B. Saunders Company, 1957, pp 1535, Price 
$20.00 
This is an encyclopedic type of compendium. 

Unfortunately, in an effort to conserve space, 

the author has had to relinquish considerable 

of the information contained in earlier editions. 

This edition of Sollmann includes the most im- 

portant aspects of pharmacology throughout the 

past and into the present, but the bibliography 
has been restricted to papers published after 

January 1, 1940. However, older references in 

the text can be secured by consulting the biblio- 

graphies of previous editions. This book is signal- 
ly free from misinformation, ambiguities, typo- 
graphical and other editorial errors. 

One problem which the reviewers have en- 
countered with this book is the index. This is 
unfortunately incomplete, and is not as modern 
as the text proper or the bibliography. For ex- 
ample, the term “tranquillizing sedative” is used 
in the discussion of reserpine, but this term does 
not appear in the index. Moreover, a number of 
modern terms in common usage before the publi- 
cation of the book are not mentioned; e.g., 
ataraxic. 

The author treats pharmacology as an inde- 
pendent discipline. The manner in which the 
text is outlined does not differ substantially from 
previous editions. In certain instances this may 
present difficulties, particularly when this book 
is used along with most other reference books. 
On the other hand, the type of arrangement used 
functions admirably to integrate information 
from a variety of sources. 

To use this book to its fullest advantage re- 
quires some previous background in pharma- 
cology on the part of the reader. 

W. A. Krivoy, PH.D. 
J. M. Fustmoto, Pu.D. 


Introduction to Biostatistics; by Huldah Bancroft, 
Ph.D., New York, Hoeber-Harper, 1957, pp. 
210. Price $5.75. 

This clearly written text is designed for use 
in teaching elementary techniques of statistical 
analysis to medical students in about 50 clock 
hours—15 hours of lecture and the remaining 
hours in supervised laboratory. Accordingly, it 
relies heavily upon teaching by well-selected illus- 
trations from clinical medicine. A minimum of 
space is devoted to definition of the problem, 
data collection, and hypothesis testing, however, 
repeated warnings are given against common 
errors. A practical suggestion for a card system 
of recording data is recommended over usual 
hand tabulation. 


Among the topics treated are the usual de- 
scriptive techniques, large sample tests of means 
and proportions, the binomial, test for small 
samples, chi-square, correlation and regression. 
The author skillfully emphasizes the distinction 
between the analysis of enumeration or counting 
data and measurement data. The reference to 
measures of central tendency as “centering con- 
stants” is a meaningful concept. A table for 
estimating necessary sample size is made con- 
veniently available. The short chapter on bio- 
logical assay is a useful orientation to the subject. 

Since the book gives considerable attention to 
vital statistics, personnel in the field of public 
health should find the book useful. The chapters 
on life table techniques should be appealing; 
this is especially true of the chapter which de- 
scribes the use of the life table in follow-up 
studies of inoculation, vaccination, and chronic 
illness. 

The format of the book is pleasing and the 
type is large enough to be read easily. There are 
a few typographical errors which will probably 
be corrected in subsequent printings. In the struc- 
ture of correlation tables the relation of x and y 
components differs from that usually found in 
other texts. 

The book reflects the author’s skill as a teacher 
as well as her vast experience as a consulting 
statistician to members of the medical profession. 
It should appeal not only to medical students 
but provide a useful reference for physicians, 
and others, since the only mathematical know- 
ledge presupposed is a course in high school 
algebra. The book is a_ well-organized sound 
treatise. 

Rospert L. Simmons, M.D. 


PUBLICATIONS RECEIVED 

Paul B. Hoeber, Inc., N. Y.: Clinical Obstet- 
rics and Gynecology, Volume 2, Number 1, 
March 1959, by various contributors. 

C. V. Mosby Co., St. Louis: Surgery of the 
Foot, by Henri L. DuVries, M. D. 

W. B. Saunders Co., Phila.: Preventive Medi- 
cine; Principles of Prevention in the Occurrence 
and Progression of Disease, edited by Herman 
E. Hilleboe, M. D., and Granville W. Larimore, 
M.D.; Trauma, by Harrison L. McLaughlin, 
M.D.; That the Patient May Know, by Harry 
F. Dowling, M. D., and Tom Jones, B.F.A. 

Charles C Thomas, Publisher, Springfield, III.: 
Coronary Heart Disease, by John William Gof- 
man, M. D. 

Williams & Wilkins Co., Balt.: Aids to Neur- 
ology, by E. A. Blake Pritchard, M.D. (2nd 
edit.). 
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